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Title  of  Seminar  Paper:  Paradigm  shift  in  Health  Caret 
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The  concept  of  quality  in  health  care  is  discussed  throughout  this 
paper,  within  an  historical  perspective,  including  key  forces 
influencing  quality  assurance  (QA) . 

The  Joint  Cosmiission  on  Accreditation  of  Healthcare  Organizations 
(JCAHO)  has  been  identified  by  sehroeder  (1991a)  as  probably  the  siost 
significant  influence  on  QA  structures  and  approaches  in  the  United 
states.  The  revised  nursing  care  standards  delineated  by  JCAHO  in  the 
1991  Accreditation  Manual  for  Hospitals  (AMH)  will  be  discussed  in  this 
paper.  A  Systematic  Internal  Review  (SIR)  program  to  be  utilized  as  a 
self  assessBient  of  cosipliance  with  the  new  standards  is  introduced.  In 
addition,  the  annitoring  and  evaluation  (MfiE)  process  used  to  measure 
the  quality  of  care  as  set  forth  by  JCAHO  is  described. 

The  concept  of  quality  and  the  shift  from  a  traditional  QA 
philosophy  to  a  continuous  quality  improvesMnt  (CQI)  philosophy  is 
e:qplored  with  in^llcations  for  health  care  and  nursing  presented.  The 
iBq>ortance  of  nursing  staff  as  well  as  an  organizationwide  commitaient  to 
and  involvesient  with  CQI  activities  is  ei^>hasized. 
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CHAPTER  I 
INTROOUCTIOH 

Parhaps  at  no  othar  tlma  than  tha  prasant  hava  the  issues  of  the 
cost  and  quality  of  health  care,  and  the  balance  between  the  two, 
received  so  much  attention.  Changes  in  consuaar  awareness  and  financial 
raimbursasMnt  hava  co8q>allad  hospitals  to  ra-axamina  both  the  quality 
and  cost  effectiveness  of  their  health  care  delivery.  The  intact  of 
personnel  and  programs  are  being  ra-avaluated  (Gournic,  1989).  in  1990, 
12.2%  of  tha  gross  national  product  was  spent  on  health  care  and  it  is 
expected  that  these  costs  will  continue  to  rise  (Masters  t  Schmele, 

1991) . 

A  major  challenge  for  leaders  in  the  current  health  care 
environment  is  to  balance  the  concern  about  the  costs  of  providing 
patient  care  with  the  necessity  of  assuring  a  quality  product.  Many 
health  care  providers,  aiiq>loyers  and  the  federal  government  are  actively 
seelcing  ways  to  decrease  these  costs.  This  has  resulted  in  hospitals 
being  pressured  to  identify  care  costs  and  deliver  care  more  effectively 
and  efficiently  while  siaintaining  quality  care.  Delivering  the  best 
care  for  the  lowest  possible  cost  becomes  the  challenge.  Measuring 
productivity  and  outcomes  becosws  vital  to  assuring  that  health  care 
monies  are  spent  appropriately  in  delivering  a  quality  product.  A 
difficult  issue  arises  in  that  although  costs  can  be  identified  in  an 
objective  manner,  quality  has  been  8»re  subjective  in  nature.  The  issue 
of  quality  in  health  care  has  been  dealt  with  as  a  "soft"  parameter,  and 
as  such  makes  it  difficult  to  measure  or  define  (Del  Togno-Armanasco, 
Harter,  %  Goddard,  1991). 

Graham  (1990)  cites  the  following  as  key  factors  fueling  the 
rising  Interest  in  quality  in  the  united  States:  rapid  advances  in 
nedical  technology;  rising  health  care  costs;  increased  government 
funding;  growing  consumer  expectations  coupled  with  a  rise  in 
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aalpractics  suits;  provsn  poor  Isval  of  quality;  and  a  growth  of  service 
institutions . 

The  health  care  industry  is  currently  witnessing  a  paradigm  shift 
from  the  concept  of  traditional  quality  assurance  (QA)  to  the  concept  of 
continuous  quality  improvesiant  (CQI).  The  traditional  QA  approach  of 
pointing  fingers,  prisiarily  focusing  on  individual  performance,  and 
mainly  problem  performance,  has  caused  many  health  care  professionals  to 
associate  OA  activities  with  a  negative  connotation.  CQI  is  a  more 
positive  approach  currently  evolving  in  health  care.  A  CQI  philosophy 
has  been  used  by  industries  to  is^rove  product  quality  and  services. 
Health  care  is  adapting  CQI  principles  and  tools  with  the  hope  of 
delivering  health  care  more  efficiently,  decreasing  costs  and  is^roving 
quality  ( JCABO,  1991b) .  CQI  focuses  on  improving  the  processes  that 
affect  outeosMS.  Nhereas  traditional  QA  may  have  been  satisfied  with 
not  falling  below  a  certain  level  of  quality,  CQI  looks  for 
opportunities  to  continually  iaprove  processes  and  to  identify  ways  of 
doing  things  better.  Iiqprovlng  processes  is  equated  with  increasing  the 
probability  of  improved  patient  outccoes  (Hospital  Peer  Review,  1990a) . 

In  1986,  the  JCAHO  announced  its  major  research  and  development 
project  entitled  the  Agenda  for  Change,  with  the  goal  of  improving 
health  care  quality  (Madzam,  1991).  included  among  the  Agenda  for 
change  initiatives  are  a  shift  from  process  to  outccaie  sieasures  of  care 
(Jones,  1991),  the  revision  of  accreditation  standards  and  the  use  of 
CQI  principles.  These  initiatives  are  addressed  throughout  this  paper. 
It  behooves  nurses,  as  well  as  all  health  care  esployees,  to  keep 
abreast  of  professional  standards  and  quality  care  trends  and  issues. 
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CBAPm  IX 

HISTORICAL  PERSPECTIVE  OF  QUALITY  ASSURANCE 

Thar#  la  a  long  historical  caamitnant  to  quality  assurance 
activities.  From  1854  to  1870  in  Great  Britain,  the  evaluation  of  care 
was  stimulated  by  health  professionals  and  focused  on  both  the  process 
of  care  and  patient  outcome  (Bull,  1985).  Florence  Nightingale  is 
usually  recognized  for  the  first  documented  studies  in  nursing  and 
health  care  (Lang  &  Clinton,  1984).  During  the  Crimean  War  Nightingale 
introduced  standards  of  infection  control  which  resulted  in  reducing  the 
mortality  rate  of  British  soldiers  from  42  percent  to  2  percent 
(Duquette,  1991).  During  the  war  she  studied  the  quality  of  hospital 
care  that  was  available  to  the  British  Army.  Data  concerning  hospital 
deaths  organized  according  to  diagnostic  category  and  unsanitary 
conditions  %fere  used  to  reason  that  by  iz^roving  sanitation,  deaths 
could  be  reduced  and  outcosies  improved.  In  1863  she  suggested  a  system 
relating  the  use  of  hospital  beds  to  health  indicators  so  that  hospital 
beds  could  be  used  efficiently  and  effectively.  In  Nightingale's  Notes 
On  Nursing  she  stated  rules  of  good  nursing  which  ziight  be  viewed  as 
early  process  standards  for  nursing  practice  (Bull,  1985). 

The  outcome  approach  to  QA  was  continued  by  a  British  physician, 
Emory  Groves.  In  1908  he  surveyed  50  hospitals  concerning  patient 
mortality  related  to  surgical  procedures.  Bis  study  cited  the  need  for 
development  of  a  standard  classification  of  diseases  and  operations  to 
allow  data  comparison  from  different  hospitals  and  the  need  to  establish 
a  follow-up  system  for  certain  diseases  to  permit  evaluation  of  long¬ 
term  results  (Bull,  1985). 

in  the  united  states  during  the  early  1900s,  poor  health  care 
outcomes  tended  to  be  seen  as  something  beyond  human  control  rather  than 
related  to  a  practitioners'  abilities  or  the  patient's  access  to  care. 
The  major  impetus  for  quality  assurance  cazw  from  health  care 
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profesaionala.  The  focus  continued  to  be  mainly  patient  outcomes, 
however  structure  began  to  be  emphasized  (Bull,  1985). 

In  the  field  of  medicine,  some  physicians  realized  a  need  for 
changing  aiedical  eduction.  Dr.  Abraham  Flexner's  report  in  1910 
revealed  the  poor  quality  of  aiedical  education  throughout  the  United 
states  and  was  influential  in  the  closing  of  numerous  u.s.  medical 
schools.  This  report  was  instruawntal  in  requiring  aiore  difficult 
adaiission  requirements  and  changes  in  curriculuais  (Graham,  1990). 

It  was  also  during  this  tiaie  that  legislation  concerning  the 
registration  of  nurses  was  being  organized  by  state  nurses' 
associations.  There  was  concern  for  iaqiroving  nursing's  educational 
base  and  this  was  related  to  licensure  efforts.  Legal  requireaients  were 
outlined  by  state  licensure  laws.  The  purpose  of  nurses  and  physicians 
developing  structure  standards  was  for  protection  of  the  public  against 
unsafe  practitioners  (Bull,  1985). 

In  1916  Or.  Ernest  Codman,  a  surgeon,  studied  the  outcomes  of 
patient  care.  This  study  addressed  issues  siziilar  to  those  used  to 
examine  the  quality  of  care  today.  Some  of  these  issues  included  the 
patient's  health/illness  behavior,  the  presence  of  co-existing  diseases, 
a  consideration  of  the  severity  of  disease,  institutional  accreditation, 
licensure  or  certification  of  practitioners  and  economic  barriers  to 
health  care  (Graham,  1990).  Codsian's  wrk  led  to  the  origin  of  the 
Hospital  Standardization  Program  of  the  Aswrican  College  of  surgeons  in 
1918.  The  use  of  standards  and  granting  of  accreditation  for  cosqilying 
with  these  standards  was  part  of  this  program.  The  Joint  Commission  for 
the  Accreditation  of  Hospitals  (JCAH)  later  adapted  standards  from  this 
program  (Bull,  1985). 

Prom  1920  to  1940  there  was  little  work  done  in  the  quality 
assurance  area.  In  the  late  1940s  and  1950s  interest  resuzied  in 
evaluating  the  quality  of  care  with  process  and  structure,  rather  than 
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outcome,  being  emphasized.  Consumer  interest  in  and  demands  for  greater 
access  to  health  care  increased.  The  Hill  Burton  Act  of  1946,  a  federal 
program,  provided  public  funds  for  building  new  hospitals  and  expemding 
and  modernizing  existing  ones  (Lang  t  Clinton,  1984). 

In  1952  the  JCAH  was  established  to  assume  responsibility  for  the 
accreditation  program  set  forth  by  the  American  college  of  surgeons. 

The  purpose  of  the  JCAH  was  to  encourage  voluntary  attainment  of 
consistently  high  standards  of  hospital  care  (Grztham,  1990).  The 
criteria  initially  developed  by  the  JCAH  emphasized  structure  standards 
(Bull,  1985). 

Both  medical  and  nursing  care  studies  done  in  the  1950s  focused  on 
the  process  of  care.  Significant  deficiencies  in  care  were  found. 
Nursing  focused  on  the  process  of  nursing  care  and  nurse-patient 
interaction.  Additionally,  nursing  organizations  developed  structure 
standards  (Bull,  1985). 

The  1960s  were  marked  by  heightened  public  expectations  adsout 
health  care.  Human  rights,  consumer  protection  and  the  idea  of  health 
care  as  a  right  were  in  the  forefront,  with  passage  of  the  Social 
Security  amendment  of  1965,  which  enacted  Medicaure  and  Medicaid,  the 
federal  government  becaioe  involved  in  providing  financial  coverage  for 
medical  care  of  the  poor  and  elderly.  Govermnent  regulation  flowed  from 
the  legislation  and  structure  standards  were  required  in  acute  care 
settings  and  nursing  hones  (Bull,  1985).  The  Medicare  legislation 
instituted  utilization  review  (UR)  activities.  These  activities  were 
designed  to  assure  that  the  services  covered  by  the  program  were 
necessary  and  that  an  appropriate  facility  provided  the  medical 
services.  This  was  the  first  federal  attempt  to  institute  control 
measures.  Further  legislation  in  1966,  the  Comprehensive  Health 
Planning  and  Public  Health  Service  Amendments,  attempted  to  link  health 
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spending  with  better  planning  and  controls  and  to  prioritize  federal  and 
state  funding  for  health  programs  (Lang  t  Clinton,  1984). 

In  the  professional  arena,  nursing  quality  assurance  activities 
were  directed  toward  methods  of  assessing  process,  in  an  atteBq>t  to 
evaluate  the  quality  of  nursing  care  provided,  process  audits  were  used. 
Audits  included  multiple  criteria  which  allowed  nurses  to  inspect  and 
evaluate  the  process  of  providing  patient  care  (Duquette,  1991). 

Although  the  major  focus  of  quality  assurance  activities  during 
the  1960s  was  on  process,  JCAH  requireswnts  still  stressed  structure 
elements.  A  1960  nursing  study  by  Aydelotte  and  Tener  attempted  to 
relate  structure,  process  and  outcome,  however,  results  indicated  no 
relationship  between  nursing  activities  cmd  patient  outcomes.  On  the 
medical  side,  in  1966  Donabedian  differentiated  astong  structure, 
process,  and  outcomes  and  encouraged  development  of  criteria  for 
evaluation  of  outcomes.  Thus  the  1970s  saw  a  mixed  focus  among 
structure,  process  and  outcome  (Bull,  1985). 

Quality  assurance  grew  rapidly  in  the  1970s  due  to  a  number  of 
factors.  An  increased  interest  in  professional  accountability  was  due 
to  the  spiraling  costs  of  health  care  and  concern  about  inflation. 

There  was  siore  consumer  involvesMnt  in  health  planning.  Talk  of 
National  Health  Insurance  sparked  discussions  of  quality  and  cost. 

Legislation  was  enacted  as  a  result  of  rising  cost.  In  1972  the 
Professional  Standard  Review  organization  (PSRO)  was  enacted  with  the 
purpose  of  creating  a  system  of  peer  review.  This  was  physician 
oriented  and  involved  the  review  of  health  care  provided  in  federally 
financed  institutions.  Noteworthy  is  that  only  care  rendered  in  nursing 
hosMs  or  hospitals  casM  under  review.  The  ijiq>le8wntation  of  PRSOs  was 
hampered  by  special  interest  groups.  Physicians  did  not  appreciate 
being  controlled  by  government.  Hospital  administrators  felt  left  out 
as  they  were  not  directly  involved  with  PRSOs,  yet  hospitals  were 
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absorbing  the  economic  impacts.  Additionally,  since  PSROs  could 
possibly  do  away  with  the  need  for  the  JCAB,  the  Joint  Commission  vie%rad 
itself  in  competition  with  them  (Bull,  1985). 

In  ''.974  the  American  Nurses'  Association  (ANA)  was  given  a 
government  contract  to  establish  screening  criteria  to  evaluate  nursing 
care  quality  and  effectiveness.  In  addition,  the  ANA  was  to  develop 
guidelines  for  nursing's  involvement  with  PSRO  review  processes.  In  the 
early  1970s  the  ANA  developed  standards  of  practice  addressing  both 
structure  and  process.  The  ANA  also  adapted  Norma  Lang's  quality 
assurance  model,  the  purpose  being  to  help  nurses  iflq>lement  programs 
that  would  assure  quality  nursing  care.  Use  of  the  model  encouraged 
nurses  to  direct  attention  to  patient  outcomes  and  to  the  relationships 
among  structure,  process  and  outccoe  (Bull,  1985). 

Nursing  process  audit  tools  continued  to  be  developed  and  used 
during  this  period.  The  Joint  Commission  introduced  the  Peer  Evaluation 
Program  (PEP)  Primer,  which  focused  on  outcomes.  This  program 
incorporated  a  retroactive  process  audit  to  be  used  if  a  certain  nursing 
care  problem  was  identified  in  the  process  audit.  During  the  1970s 
there  was  a  renewed  focus  on  patient  outcomes  and  the  development  of 
additional  tools  to  measure  the  quality  of  patient  care  (Bull,  1985). 

The  1980s  saw  changing  technology  and  values  with  more  people 
interested  in  the  quality  of  health  care.  The  Joint  Commission 
instituted  new  standards  in  1981  requiring  an  integrated  hospitalwide 
quality  assuruce  program.  The  focus  of  this  program  was  to  be  on 
problesis  concerned  with  patient  care  (Bull,  1985). 

Rising  health  care  costs  directsd  attention  toward  cost 
effectiveness  and  cost  containment  of  services.  Evaluation  of  PRSOs 
proved  that  they  mre  not  effective  in  containing  costs.  The  Tax  Equity 
and  Fiscal  Responsibility  Act  (TBFRA)  of  1982  and  the  social  Security 
Asiendments  of  1983  enacted  legislation  providing  for  a  Prospective 
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Paynent  syatao  (PPS)  for  Hadicara  racipiants.  This  systam  was  based  on 
Diagnosis  Related  Groups  (DRGs)  where  predetannined  rates  are  paid  to 
hospitals  for  each  patient  within  a  certain  DRG.  DRGs  do  not  take  into 
account  differing  lengths  of  stays  or  nursing  care  requirements  among 
similarly  diagnosed  patients  (Bull,  1985).  The  PPS  increases  the  need 
for  an  effective  review  system  since  hospitals  have  motives  for 
inappropriate  diagnosis  classification  and  increased  patient  admissions 
and  readmissions  (Graham,  1990).  A  challenge  facing  nurses  (and 
physicians)  due  to  the  PPS  is  establishing  standards  which  promote  cost 
effectiveness  while  assuring  quality  care  (Bull,  1985). 

The  1983  Social  Security  Amendments  also  mandated  institution  of 
Professional  Review  organizations  (pros)  by  October  1984.  pros  were 
intended  to  replace  PSROs  (Bull,  1985).  Medicare  services  provided  by 
hospitals  are  reviewed  by  pros  to  ascertain  the  quality  of  care,  siedical 
necessity  and  soundness,  and  if  the  care  was  rendered  in  an  appropriate 
facility,  pros  have  aotm  power  than  PSROs  did  in  recommending  punitive 
steps  against  physicians  and  hospitals.  The  intent  of  PSRO  and  PRO 
prograsis  were  to  review  both  the  quality  and  cost  of  health  care 
(Graham,  1990). 

In  1986  the  Joint  Cossoission  announced  a  new  project  called  the 
Agenda  for  Change,  the  Initiatives  and  goals  of  which  will  be  discussed 
later  in  this  paper.  Additionally,  in  1987  the  JCAB  Board  of 
Commissioners  approved  the  naste  change  of  the  Joint  Commission  to  the 
Joint  Conmiission  on  Accreditation  of  Healthcare  organizations  ( JCABO) . 
This  was  done  in  an  effort  to  reflect  the  broad  spectrum  of  health  care 
organizations  offered  educational  and  accreditation  services  by  the 
Joint  Ccamtission  (JCABO,  1988a).  Also  in  1987,  the  JCAHO  introduced  a 
ten-step  iMthod  for  patient  care  monitoring  and  evaluation  (M&E).  This 
process  proposes  a  step-by-step  procedure  for  mnitoring  and  evaluating 
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profaasional  practica  (Duquatta,  1991).  M&E  will  ba  prasantad  in 
Chapter  Four. 

A  nuBiber  of  factors  have  contributed  to  the  current  concern  about 
quality  aaauranca  in  the  United  States.  These  factors  include  but  are 
not  lisiited  to:  rising  medical  care  costs,  increased  funding  of  health 
care  by  government,  advances  in  medical  science  and  technology, 
dociunented  poor  quality  of  care,  an  increase  in  consusier  awareness  and 
expectations  accaiiq>anied  by  rising  sialpractice  litigation  and  a  growth 
of  service  institutions.  These  factors  have  combined  to  heighten  the 
focus  on  quality  assurance  activities  and  other  "quality  concepts"  such 
as  quality  assessment,  quality  improvesient  and  total  quality  management. 
Health  care  is  facing  siany  quality  innovations  and  revisions,  including 
a  trend  to  focus  monitoring  activities  on  outeosMs  of  care  rather  than 
performing  structure  and  process  audits  (Cassidy  &  rriesen,  1990).  The 
concept  of  quality  will  be  discussed  in  Chapter  Three. 
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CBAPTBR  ZZX 
QUALZTY  CONCEPTS 
Daflning  Quality 

There  have  been  queations  not  only  regarding  how  to  meaaure 
quality,  but  how  to  define  quality  as  mil.  The  concept  of  quality  and 
therefore  quality  aaaurance  has  been  seen  as  mostly  subjective, 
difficult  to  Bieasure  and  somewhat  nebulous.  Zt  is  difficult  to  define 
quality  considering  all  of  its  dimensions.  The  definition  of  quality 
depends  upon  who  is  doing  the  defining.  Administrators  may  rate  quality 
according  to  services  rendered  in  relation  to  costs.  Patients  may  judge 
quality  according  to  interactions  with  health  care  workers  (Graham, 
1990).  Health  care  providers  may  judge  quality  according  to 
complicationa  encountered,  length  of  stay,  and  patient  outcomes  in 
relation  to  quality  of  life. 

Graham  (1990)  states  that  a  defixxition  of  quality  includes  the 
"art"  of  the  care  as  well  as  the  scientific,  technical  aspect  of  care. 
The  way  that  health  care  professionals  conduct  thesiselves  in  respect  to 
their  patients  is  considered  the  art  of  care.  This  is  sometimes 
masured  by  patient  satisfaction. 

Many  authors  have  attes^ted  to  define  quality.  For  purposes  of 
this  paper,  two  definitions  will  be  presented.  Thompson,  as  cited  in 
Graham  (1990,  p.  9),  defines  quality  as  the  "optisial  achievable  result 
for  each  patient,  the  avoidance  of  physician-induced  (iatrogenic) 
cosqplications ,  and  the  attention  to  patient  and  family  needs  in  a  matter 
that  is  both  cost  effective  and  reasonably  documented".  This  author 
would  like  to  expound  that  quality  should  involve  all  health  care  or  any 
sejTvice  oriented  personnel  rather  than  just  physicians  as  noted  in 
Thoapson's  definition.  Nursing  and  all  ancillary  and  support  services 
are  either  directly  or  indirectly  involved  in  the  quality  of  care. 
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Tha  Joint  Conaniasion  notas  that  a  dafinition  of  patiant  cara 
quality  cauaas  unaasinaas  in  tha  haalth  cara  araa.  Bowavar,  tha  Board 
of  Conmiiaaionara  diractad  tha  davalopnant  of  a  dafinition  of  patiant  car 
quality  which  trould  aarva  aa  a  rafaranca  for  tha  M&E  activitiaa  mandatad 
by  tha  accraditation  procaaa.  Thia  dafinition  waa  davalopad  in  viaw  of 
increaaing  public  daaiand  for  quality  cara  and  tha  goala  and  objactivaa 
of  the  JCAHO'a  Agenda  for  Change  (JCAHO,  1989).  Patiant  cara  quality, 
aa  defined  by  tha  JCABO,  ia  "the  degree  to  which  patient  cara  aarvicea 
increaae  tha  probability  of  daairad  patiant  outccaaea  and  reduce  tha 
probability  of  undaairad  outconaa,  given  tha  currant  atata  of  knowledge” 
(JCABO,  1989,  p.  310).  Therefore,  from  tha  diacunaion  thua  far,  a 
dafinition  of  quality  aniat  conaidar  tha  parapaetivaa ,  valuaa  and 
purpoaaa  involved.  Tha  purpoaa  for  aaaaaaing  quality  auch  aa 
accraditation,  coat  affactivanaaa  or  for  ia^roving  quality  auat  be 
conaidarad.  Additionally,  ona  muat  aak  quality  baaed  on  whoaa 
parapactiva  and  what  valuaa?  Valuaa  may  differ  among  tha  parapaetivaa 
of  patianta,  inatitutiona  and  haalth  cara  profaaaionala.  Quality  muat 
be  viewed  aa  a  dynamic  concapt  which  evolvaa  and  changaa  aa  raaourcaa, 
valuaa  and  knowledge  change  (Graham,  1990). 

From  Quality  Aaauranca  to  Continuoua  Quality  Improvement 

Thera  ia  currently  a  change  in  thinking  about  quality  in  aiany 
health  cara  organlzatlona  from  quality  aaauranca  (QA)  to  continuoua 
quality  improvaaiant  (CQl)  activitiaa.  While  tha  atrangtha  of  QA  are 
included  in  CQI,  CQZ  haa  a  broader  acopa  and  a  more  poaltiva  approach 
cca^arad  with  tha  negative  connotationa  occaaionally  aaaociated  with  QA. 
The  CQZ  movaiMnt  Involvaa  uaing  tha  philoaophy  and  principlaa  that  aiany 
induatriaa  are  uaing  or  have  uaad  to  iaprova  tha  quality  of  aarvicaa  and 
producta  (JCABO,  1991b). 
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JCABO  (1991b)  suggaata  that  tha  concapt  of  CQX  involvaa  focuaing 
on  tha  following  araaa: 

a  tha  fundawantal  activitiaa  of  tha  organization  auch  aa  the  governing 
body,  nanagaaient  and  aupport  aarvicaa  an  wall  an  direct  patient  care, 
a  an  organizationwida  coordination  of  afforta. 

a  aff active  naanurea  of  performance  to  anaura  reliable  data  collection, 
a  tha  procanaaa  having  algnificant  affacta  (both  direct  or  indirect)  on 
patient  outcomaa  and  opportunitiaa  for  improving  thane  proceanea. 
a  Oaing  tha  CQI  approach  for  iz^roving  patient  care  involvaa  examining 
aeriaa  of  activitiaa  that  make  up  fundamental  aarvicaa  throughout  tha 
hoapital  (JCAHO,  1991b). 

Dealing 'a  14  Pointn  on  Managaawnt 

One  of  tha  foramoat  "gurun”  concerned  with  iaqproving  quality  ia  w. 
Bdwarda  Dealing,  a  atatlatician  and  conaultant  (Main,  1986).  Although 
alaxiat  ignored  in  tha  United  stataa  for  aiany  yaara.  Darning  aanintad  in 
rebuilding  tha  Japanaaa  aconomy  after  World  War  II.  Be  helped  tha 
Japanaaa  develop  their  induatrlal  culture  which  la  concamad  firat  and 
moat  iaqiortantly  with  quality  and  continuoua  ia^rovamant.  The 
effactlvanaaa  of  Darning 'a  managamant  amthoda  ia  evidenced  by  tha  world 
markat  atandinga  of  Japan 'a  quality  productn  (Gillam,  1988). 

Dealing  atraaaaa  that  buainaaaaa/organizationa  have  both  internal 
and  axtamal  cuatoaiara.  Tha  internal  cuatoaiara  of  a  hoapital  include 
different  dapartaianta  within  tha  organization.  Bach  dapartaiant  racaivaa 
a  work  product  from  aonawhora  alee  within  tha  hoapital  and  each 
dapartaiont  auppllaa  thlnga  to  other  dapartaianta.  External  cuatomara  of 
hoapitala  include,  but  aiay  not  be  liaiitad  to  patianta,  phyaiciana  and 
purchaaara  of  health  care  auch  aa  inauranca  companiaa,  eqployara  and 
health  aiaintenanca  organizatlona .  Two  aaaantial  atapa  propoaad  by 
Dealing,  in  continually  iaiproving  quality,  are  carefully  liataning  to 
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axtarnal  cuatcoars  and  ix^roving  intarnal  custonar-auppliar  alliancas 
(Glllam,  1988). 

Daoiing  initially  propoaad  atatiatical  procaaa  control  mathoda; 
howavar,  aiora  racantly  ha  focuaaa  on  a  aianagaaiont  philoaophy  including 
14  pointa  (Main,  1988).  Gillan  (1988)  diacuaaaa  the  following  14  pointa 
outlined  in  Oaaiing'a  book  out  of  tha  criaia  aa  thay  ralata  to  health 
carat 

1.  Create  conatancy  of  purpoaa  for  aarvica  and  inprovaaiant.  The 
laadara  of  a  health  care  organization  ahould  ba  involved  in 
developing  quality  iaqurovaaent  atratagiaa  and  incite  a  long  tarn 
coamiitziant  to  ioprovad  patient  care  and  ineraaaad  productivity. 
Future  organizational  goala  nuat  ba  defined  and  coaonunicatad  to 
all  aaployaaa. 

2.  Adopt  tha  new  philoaophy.  Thia  involvaa  coming  to  undaratand  tha 
poaaibility  of  doing  thinga  right  tha  firat  time.  Thia  ahould 
bacoHw  routine  and  laaa  than  thia  ia  unacceptable.  Frocaduraa 
that  are  parfonned  incorrectly  raault  in  coata  involved  with  waata 
and  rework,  straaaing  quality  ahould  eventually  tranalata  to 
lower  coata. 

3.  Caaaa  dapandanca  on  inapaction  to  achiava  quality.  By  initially 
building  quality  into  a  product,  the  need  for  amaa  inapaction  can 
ba  aliainatad.  The  praaant  uaa  of  audita  and  raviawa  in  health 
care  are  aiawd  at  iaolating  aubatandard  parf oraianca .  Rather  than 
aaaigning  blama,  quality  improvaawnt  afforta  focua  on  inatituting 
information  ayatau  idiich  highlight  opportunitiaa  for  iiiq>roving 
care,  and  maaauramant  ayatraa  intended  to  evaluate  tha 
affactivanaaa  of  iaqilamantad  changaa. 

4.  End  tha  practice  of  awarding  buainaaa  on  price  tag  alone.  Tha 
total  coat  of  uaa,  not  only  purchaaa  price,  muat  ba  conaidarad. 

The  coat  of  correcting  faulty  aquipaiant  and  other  auppliaa  may 
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axcaad  any  savings  of  a  lowar  purehass  pries.  Hospitals  should 
movs  toward  astablishing  long-tan  partnorship  relationships  with 
vendors  whose  supplies /equipment  work  correctly  every  time. 

5.  Constantly  and  forever  improve  the  system  of  production  and 
service.  The  process  for  continuous  improvemnt  involves  studying 
a  process  to  determine  any  areas  for  isqtrovement,  making  the 
ia^rovsMnt,  evaluating  the  results,  learning  from  the  process  and 
repeating  it  tdienever  necessary.  This  process  parallels  the 
nursing  process  of  assessing,  planning,  is^lesienting  and 
evaluating.  However,  the  nursing  process  is  applied  to  individual 
patients,  whereas  the  continuous  ia^rovesMnt  process  is 
systemwide.  Management  has  the  responsibility  of  assuring  that 
each  eiqtloyea  knows  the  hospital's  mission  and  has  a  precise 
definition  of  how  their  hospital  defines  quality.  This 
understanding  will  enable  eiqiloyees  to  make  considerable 
improvements . 

6.  Institute  on-the-job  training  and  retraining.  Employee  training 
must  include  not  only  education  for  actual  job  performance  and  why 
it  is  being  done,  but  methods  of  using  information  and  quality 
improvaawnt  as  well.  Employees  must  be  viewed  as  an 
organisation's  B»st  valuable  asset  and  should  be  led,  rather  than 
driven  by  management. 

7.  Institute  leadership.  The  goal  of  supervision  should  be  to  help 
people  and  equipsMnt  do  a  better  job  (Hospital  Peer  Review,  1988). 
Managers  must  understand  the  system  in  order  to  work  towards 
improving  it.  System  isqprovement  may  hinge  on  the  managers' 
abilities  to  quantitatively  describe  system  performance  and  to 
apply  this  inforsiation  in  planxiing  laqprovements . 

Drive  out  fear.  This  allows  workers  to  work  effectively  for  the 
organization  by  not  being  afraid  of  making  suggestions  for 


8. 
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ijqprovaBMnt.  Faar  of  apaalclng  out  raducos  tha  potantial  for 
laqprovaMnt.  Profasalonal  and  hiararchial  rola  sagaantation  naad 
to  ba  abollshad  In  ordar  for  cooparatlva  quality  iaqprovcHnant 
af forts. 

9.  Braak  down  barriars  batwaan  dapartaants.  Taasiwork  rathar  than 
conpatition  bat%Man  dapartaants  should  ba  aaphasizad.  Rasourcas 
Bust  ba  sharad  and  problaas  solvad  aaong  dapartstants  for  tha 
banafit  of  tha  patiant.  Raducing  barriars  batwaan  dapartsiants  aay 
raduca  tha  aaount  of  ratiork  eausad  by  arrors.  Intarralatad 
procassas  fora  tha  haalth  cara  dalivary  systaa.  Each  procass  has 
an  input  suppliar  and  a  cuatoaiar  racaiving  tha  output.  Each 
aaployaa  trying  to  aaat  tha  naads  and  ai^ctations  of  both  thair 
intamal  and  axtamal  custcaMrs  should  dissolva  dapartaiontal 
barriars . 

10.  Eliainata  axhortations,  slogans,  and  targats  for  tha  work  forca 
such  as  ”iaq>rova  quality*  and  *ba  aora  productiva".  Thasa  insult 
aiq>loyaas  by  assuaing  thay  don't  want  thasa  things.  Tha  systaa, 
and  not  tha  workars  par  sa,  is  usually  rasponsibla  for  tha  causas 
of  low  quality  and/or  low  productivity. 

11.  Eliainata  nuaarical  quotas  and  goals  for  tha  work  forca  and  for 
aanagaaant.  Quality  will  suffar  if  tha  first  focus  is  on 
quantity.  Tha  goal  is  for  avary  aaployaa  to  do  thair  bast, 
concamad  first  with  accuracy.  Managaswnt  aust  "walk  tha  talk”, 
aaphasising  that  quality  rathar  than  quantity  should  ba  aiost 
iaportant. 

12.  Raaova  barriars  to  prida  of  workaanship.  Parforaanca  appraisal  in 
placa  at  aany  hospitals  focusas  on  racognition  and  co^ansation 
systaaw  that  ara  not  dapictiva  of  actual  work  that  tha  aiqployaa 
could  taka  pricte  in.  Many  parforaanca  appraisal  systaas  aaphasisa 
individual  aiployaa  accoaplishaants,  providing  financial  rawards 
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for  a  paraon's  isolatod  parfomanca.  Managanant  bahavior  and 
appraisal  stratagias  should  raallza  that  paopla  wrk  togathar. 
Incraasing  tha  affactlvanass  of  working  togathar  should  ba 
anphaslzad  ovar  promoting  Individual  parforaanca.  Tha  focus 
should  ba  on  Is^rovasiant  of  aa^loyaa  parfomanca  ovar  tlma  which 
Slay  allow  asqployaas  to  axparlanca  tha  prlda  In,  and  talca  cradlt 
for,  a  job  «iall  dona. 

13.  xnstituta  a  vigorous  program  of  aducatlon  and  salf-ls^rovasient. 
Thara  is  an  Incraasa  In  tha  valua  of  an  amployaa  who  Is  siotlvatad 
to  laam  ragardlass  of  tha  subjact.  Zt  naad  not  ba  ralatad  to  tha 
as^loyaa's  job.  Zt  Is  vital  to  kaap  tha  silnds  of  paopla  trorklng. 
Many  budgat  cuts  allsilnata  or  raduca  tha  amount  of  contlnuad 
laamlng  opportunltlas  of  farad  to  amployaas.  Parsonal  davslopmant 
of  Its  wrkars  should  ba  a  priority  for  ai^loyars.  Bsgiloyaas  can 
ratum  tanfold  to  tha  organization  that  which  thay  gain  from 
aducatlonal  opportunltlas,  wbathar  ralatad  or  unralatad  to  thalr 
position  within  tha  systam.  This  Is  an  Invastsiant  amployars 
cannot  afford  to  pass  up. 

14.  Put  avaryona  to  work  on  tha  transformation.  Each  and  ovary  parson 
Bust  contrlbuta  thalr  af forts  In  ordar  to  bring  about  this  changa. 
Tha  total  hospital  work  forca  must  ba  ccamilttad  to  and  work 
towards  continuous  quality  IsqprovasMnt .  Much  mora  will  ba 
raqulrad  of  laadars  (Glllam,  1988). 

JCAHO's  "Prlnclplas  of  organization  and 
Managamont  Effactlvanass"  and  tha  kgonda  For  Changa 

nacognlzing  tha  vital  Importanco  of  an  organlzatlon*^lda 
ccoBBltBiont  to  continuous  Improvamant  of  quality  of  cars,  tha  "Prlnclplas 
of  Organization  and  Managamont  Effactlvanass"  wars  adoptad  by  JCABO. 
Thasa  prlnclplas  sarvo  to  amphaslza  that  tha  quality  of  cara  racaivad  Is 
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the  result  of  a  united  effort  of  everyone  involved  (directly  or 
indirectly)  in  managing  the  organisation  and  supporting  or  providing 
patient  cue  (Roberta,  Schyve,  Prevost,  Ente  &  Carr,  1990). 

These  eleven  principles,  some  of  which  have  familiar  undertones  of 
Denting 's  principles,  will  be  discussed  briefly. 

I .  Organizational  Mission 

The  organization's  mission  statement  should  clearly  reflect  its 
eoamiitmant  to  continuous  inqprovement  of  patient  care  quality. 

Measurable  objectives,  strategies,  and  action  plans  should  reflect  this 
coemiitsient .  Governing  bodies  and  hospital  leadership  should  mutually 
develop  and  regularly  evaluate  the  organization's  mission  statement  and 
plans. 

IZ .  Organizational  Culture 

The  culture  of  the  organization  encourages  everyone  who  uses  or 
provides  the  organisation's  services  to  participate  in  the  continuous 
iaq>roveaMnt  process.  Those  «d}o  will  be  affected  by  decisions  should  be 
urged  to  participate  in  appropriate  decision  making  processes. 

Ill .  Organizational  Changes 

Opportunities  for  change  should  be  monitored  continuously  by  all 
organizational  members.  Opportunities  may  include,  but  are  not  limited 
to,  access  to  care,  patient  volusies,  external  environmental  influences 
and  quality  of  care  satisfaction  by  patients,  fasiilies,  hospital 
employees  and  payers.  Financial  resources  need  to  be  assessed  and 
planned  for.  changes  considered  appropriate  for  isq>roving  patient  care 
quality  should  be  implemented. 

ZV.  Role  of  Governing  Board  and  Managerial  and  Clinical  Z,eadership 

Leaders  must  express  the  organizational  coamitmant  to  continuous 
ijqprovement  in  patient  care.  Policies,  objectives  and  delineations  of 
responsibility  and  authority  should  reflect  leaders'  roles.  Leaders 
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aaak  faadback  fron  both  intarnal  and  axtamal  cuatomera  as  a  stratagy 
for  avaluating  and  ia^rovlng  patiant  cara  quality. 

V.  Laadarship  Qualifications,  Evaluation,  and  Davalopmant 

wall  qualifiad  paopla  possassing  tha  nacassary  attitudas,  skills, 
knowladga  and  vision  for  continuously  assassing  and  iBq>roving  patient 
cara  quality  should  siako  up  tha  organization's  governing  board  and 
laadarship.  Madarship  should  regularly  evaluate  its  effectiveness  and 
Involvesient  in  quality  isqtrovasiant  efforts.  Opportunities  for  the 
growth  and  davelopsiant  of  leaders  should  be  planned  to  help  them  with 
continuous  quality  iaprovesient  efforts. 

VI.  Independent  Practitioners'  Qualifications,  Evaluation  and 
Davalopnant 

The  organization  should  es^loy  an  adequate  number  of  practitioners 
for  providing  patiant  cara.  These  practitioners  are  coaq>atant  and  are 
evaluated  both  initially  and  at  regular  intervals  for  judging  clinical 
performance  and  caaq>atanca.  They  are  ccaaalttad  to  and  participate  in 
tha  continuous  improvasiant  of  quality  patiant  cara.  These  practitioners 
have  opportunities  available  to  them  for  their  growth  and  davelopsiant. 

VII .  Human  Resources 

Racruitiwnt  and  retention  efforts  ensure  an  adequate  number  of 
competent  practitioners  and  support  personnel  who  are  coasnitted  to,  and 
actively  take  part  in,  the  process  of  continually  isqtroving  patient  care 
quality.  Regular  evaluations  of  ccs^tenca  and  performance  are  done. 
Buaian  resource  policies  and  practices  also  address  opportunities  for  the 
growth  and  development  of  all  personnel  to  help  them  continually  improve 
patient  care  quality. 

VIII.  Support  Resources 

Technology,  equipawnt  and  facilities  are  sufficient  to  support  the 
mission  statusent  and  planning  efforts. 
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IX.  Evaluation  and  Xa^ovamant  of  Patient  Cara 

Organizational  governing  bodies  and  leadership  oversee  the 

aionitoring,  evaluation  and  continuous  ia^rovement  of  patient  care 
efforts.  This  assessaiont  process  involves  an  organization  wide 
integration  of  risk  aianageaient,  utilization  review  and  quality  assurance 
data.  Also  included  are  feedback  from  internal  and  external 
organizational  custoaiars.  Data  analysis  is  useful  in  the  development  of 
short  and  long  term  plana  for  changes  to  izqprove  patient  care  quality. 

X.  Organizational  integration  and  coordination 

All  units  and  personnel  within  the  organization  need  to  understand 
their  interdependence  and  the  iaqmrtance  of  working  with  one  another  to 
constantly  iaq>rove  the  quality  of  patient  care.  Organizational  policies 
should  foster  the  necessary  coordination,  ccaaminication  and  conflict 
sianagesMnt  bet%reen  appropriate  units. 

XI.  Continuity  and  Comprehensiveness  of  Care 

Net%rorks  are  instituted  and  maintained  with  care  providers 
external  to  the  organization  to  Izqtrove  the  access,  continuity  and 
completeness  of  patient  care.  Optizially  this  will  Improve  the  quality 
of  patient  care  (Roberts,  Schyve,  Prevost,  Ente  fc  carr,  1990). 

Continuous  quality  izvroveswnt  is  one  of  the  focal  points  of  the 
Joint  comsiission's  "Agenda  for  Change”.  In  short,  the  Agenda  for  change 
is  devoted  to  finding  better  ways  for  enhancing  the  quality  of  health 
care  to  the  public  ( JCAHO,  1990c) .  The  three  initiatives  that  make  up 
the  Agenda  For  Change  include  (1)  a  revision  of  standards  to  foster  the 
application  of  continuous  quality  improveswnt  principles;  (2)  indicator 
developswnt  and  use.  Including  establlshzwnt  of  an  indicator  data  base 
for  monitoring  and  coaqparison  of  hospital  performance;  and  (3)  a  change 
in  the  accreditation  survey  process  directing  attention  to 
organizational  perforziance  (JCABO,  1991a). 
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The  first  standards  initiative  is  presently  the  highest  priority 
and  the  most  encompassing.  This  initiative  involves  deleting  several 
standards,  many  that  address  structural  requirements,  standards 
promoting  continual  quality  improvement  and  organizationwide  instead  of 
departmental  performance  will  be  added  (JCABO,  1991a).  The  standards 
that  result  should  address  only  those  functions  which  are  vital  to 
quality  care  (Roberta,  Schyve,  Prevoat,  Ente,  t  Carr,  1990). 

Recognizing  areas  (and  talcing  actions)  for  patient  care 
improvement  is  addressed  in  the  monitoring  and  evaluation  (M&E)  process. 
JCABO 's  revised  nursing  standards  incorporate  QI  activities  into  nursing 
care  delivery  and  focus  on  an  organizationwide  eommitment  to  quality 
improvestent  (QI)  (Hospital  Peer  Review,  1990a).  Although  QX  differs 
from  QA,  QI  will  not  eliaiinate  the  need  for  traditional  quality 
assurance,  instead  of  using  M&E  to  judge  if  something  is  "good  enough” 
one  should  apply  M&E  inf orsuition  to  determine  if  something  can  be  "done 
better"  (JCABO,  1990c).  Therefore,  ongoing  M&E  will  continue  to  be 
needed.  The  traditional  QA  mindset  may  be  satisfied  with  knowing  there 
is  a  level  of  quality  and  believing  things  are  okay  as  long  as  there  is 
no  drop  below  that  level.  QI  Involves  continually  trying  to  improve  the 
processes  with  the  goal  of  iBq)roving  the  probability  of  quality  patient 
outcomes  (Hospital  Peer  Review,  1990a). 

An  organizationwide  commitaient  to  QX  was  mentioned  previously. 

This  entails  every  esqployee  in  an  organization  attempting  to  do  their 
jobs  better  rather  than  trying  to  achieve  a  minimal  level  of  cos^tence 
in  order  to  sieet  QA  standards  (Gillem,  1988).  The  responsibility  for  QI 
rests  with  the  leadership  of  the  organization — sumagement  per  se.  In  the 
past  the  QA  departaient  had  the  responsibility  for  ziaintaining  the 
quality  of  care  provided.  Three  iz^rtant  concepts  of  QX  are 
leadership,  developing  a  customer /service  orientation  and  teamwork. 

These  should  not  be  new  to  hospitals  but  hopefully  the  recent  emphasis 
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on  QX  will  revitalize  the  conmitment  to  these  concepts.  The  next 
chapter  will  discuss  the  revised  nursing  standards  set  forth  by  JCAHO  in 
their  1991  Accreditation  Manual  for  Hospitals  (AMH)  and  the  M&E  process. 
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CBAPm  ZV 

NEW  STAMDAKDS  FOR  NURSING  CARE 

This  chapter  will  present  the  new  standards  for  nursing  care  set 
forth  by  JCAHO  within  the  context  of  a  proposed  revision  of  a  Systematic 
Internal  Review  (SIR)  program.  The  SIR  program  revision  was  done  by 
this  author  during  clinical  assignmeat  at  a  local  Baltimore  hospital  and 
in  conjunction  with  the  hospital's  Nursing  Quality  la^rovement 
Coordinator  (NQIC). 

Overview  of  systematic  Internal  Review  Program 
and  the  New  Nursing  Care  standards 

The  purpose  of  the  Systesiatic  Internal  Review  (SIR)  program  at 
this  hospital  is  to  establish  a  policy  and  procedure  for  the  internal 
review  and  evaluation  of  Nursing  Service.  This  program  is  a  self 
assessment  that  systematically  reviews  the  service's  ccs^lieuice  with 
external  review  standards.  These  external  standards  include  those 
derived  from  JCABO.  The  JCAHO's  "Agenda  for  Change",  including  the 
revision  of  nursing  care  standards,  required  the  sir  to  be  rewritten  to 
reflect  the  revised  standards. 

The  review  process  is  to  be  ongoing  with  caiiq>letion  every  two 
years.  Nursing  staff  members  are  assigned  to  conduct  reviews  on 
sections  of  the  standards  and  to  report  the  findings  in  writing  to  the 
NQIC.  The  NQIC  in  turn  communicates  the  findings  to  appropriate 
hospital  committees  (Systematic  Internal  Review,  1988).  The 
coordination  of  the  SIR  program  is  the  responsibility  of  the  NQIC. 

Those  nursing  staff  assigned  to  actually  perform  SIR  assessments 
in  the  future  should  become  quite  familiar  with  the  new  standards. 
Nursing  policies  and  procedures  will  need  to  be  revie%red  and  revised  as 
necessary  to  assure  they  are  consistent  with  the  new  nursing  standards. 
Future  continued  use  of  the  proposed  revised  SIR  program  can  be  viewed 
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as  supporting  the  institution's  coanoitinent  to  coiqtliance  with  the 
JCAHO's  nursing  standards  and  their  "Agenda  for  change".  It  is  noted 
here  that  the  SIR  only  outlines  the  hospital's  standards  for  nursing 
care.  Nursing  service  will  also  need  to  assure  their  cos^liance  to 
JCAHO  standards  in  other  areas  which  include  but  are  not  limited  to, 
infection  control,  special  care,  pharmacy,  and  safety. 

The  new  standards  were  developed  by  a  2 4 -member  task  force  which 
included  a  varied  representation  of  nursing  positions  and  organizations. 
The  intent  of  the  new  standards  is  to  assist  health  care  organizations 
to  focus  on  the  i]iq>rovement  of  the  quality  of  care.  This  is  done 
through  fundaaiental  activities  that  impact  care  (Patterson,  1991). 

Previous  accreditation  manuals  included  eight  nursing  care 
standards.  These  %iere  consolidated  into  six  new  nursing  care  standards 
for  1991.  Patient  care  is  the  focus  of  the  first  four  standards, 
standard  five  speaks  to  a  single  nurse  executive  for  each  hospital  and 
the  participation  of  nursing  leaders  with  other  hospital  leaders  in 
planning  and  decision  staking.  Quality  assurance  was  the  focus  of 
standard  six  (Burley,  1991).  These  standards  went  into  effect  January 
1,  1991.  Although  during  1991  hospitals  were  not  held  to  the 
requireswnt  that  they  were  in  compliance  for  at  least  12  sionths  prior  to 
survey,  starting  January  1,  1992  all  healthcare  organizations  will  be 
expected  to  have  the  12  sionth  compliance  requiresient  (Burley,  1991). 

These  six  new  nursing  care  standards  defined  by  the  JCABO  in  the 
1991  Accreditation  Manual  for  Bospitals  (AMB)  are  as  follows: 

Nursing  care  <NC) .  1  -  "Patients  receive  nursing  care  based  on  a 
documented  assesssient  of  their  needs"  (JCABO,  1990a,  p.  131). 

NC.2  -  "All  Biembers  of  the  nursing  staff  are  competent  to  fulfill  their 
assigned  responsibilities"  (JCABO,  1990a,  p.  133). 

NC.3  -  "The  nurse  executive  and  other  appropriate  registered  nurses 
develop  hospitalwide  patient  care  programs,  policies  and  procedures  that 
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daacriba  how  tha  nursing  ears  needs  of  patients  or  patient  populations 
are  assessed,  evaluated,  and  iMt"  (JCABO,  1990a,  p.  134). 

NC.4  -  "The  hospital's  plan  for  providing  nursing  care  is  designed  to 
support  ia^rovenent  and  innovation  in  nursing  practice  and  is  based  on 
both  the  needs  of  the  patients  to  be  served  and  the  hospital's  mission" 
(JCABO,  1990a,  p.  136). 

WC.5  -  "The  nurse  executive  and  other  nursing  leaders  participate  with 
leaders  from  the  governing  body,  management,  medical  staff  and  clinical 
areas  in  the  hospital's  decision-siaking  structures  ud  processes" 

(JCABO,  1990a,  p.  137). 

NC.6  -  "As  part  of  the  hospital's  quality  assurance  program,  the  quality 
and  appropriateness  of  the  patient  care  provided  by  all  members  of  the 
nursing  staff  are  monitored  and  evaluated  in  accordance  with  Standard 
QA.3  and  Required  characteristics  QA  .3.1  through  QA  .3.2.8  in  the 
"Quality  Assurance"  chapter  in  this  manual”  (JCABO,  1990a,  p.  138). 

Each  standard  is  divided  into  numerous  required  characteristics. 

The  format  for  the  SIR  consists  of  the  following  areas: 

1.  Standard  -  The  standard/required  characteristic  is  listed  by 
niunber  only.  The  actual  standard/required  characteristic  can  be 
referred  to  in  the  1991  Accreditation  Manual  for  Bospitals  (AMB) 
Volume  1,  as  needed.  Standards /required  characteristics  are 
grouped  by  page(s)  according  to  applicable  score  codes. 

2.  Criteria  •  The  criteria  attea^t  to  reword  the  standard  into 
familiar  terms  (if  necessary)  that  can  be  checked  by  nursing 
staff. 

3.  Process  -  The  process  area  describes  bow  caiq>liance  to  the 
required  characteristics  is  determined.  This  can  include  review 
of  Nursing  Service  Memorandums,  policies,  procedures  and  education 
records  to  ens:u:e  their  accuracy  and  content,  actual  review  of 
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medical  records  and  documentation  or  interviews  with 
patients /staff . 

Score  code  -  Scoring  guidelines  for  the  nursing  care  standards  as 
approved  by  the  Joint  Commisalon's  Standards  and  Survey  Procedures 
Committee  are  used  to  obtain  a  score  which  is  then  recorded. 
Scoring  guidelines  change  depending  upon  the  standard/requirsd 
characteristics  being  evaluated,  scoring  guidelines  are  cited 
from  Volume  II  of  the  1991  AMR.  The  t%ro  volume  format  of 
publishing  the  scoring  guidelines  with  the  standards  was  initiated 
with  the  1991  AMH.  Volume  1  consists  of  the  standards  and  volume 
II  consists  of  the  scoring  guidelines  ( JCAHO,  1990a) .  Scoring 
guidelines  are  used  to  assess  and  report  the  level  of  compliance 
with  the  standards,  six  rankings  are  available  including  the 
nuBibere  1  through  5  and  HA  (not  applicable).  The  rating  scale  for 
coB^liance  is  as  follows  ( JCABO,  1990b) t 

1  -  Substantial  ccaq>llance  -  indicates  consistent  coo^llance  of 

the  healthcare  organization  with  all  major  conditions  of  the 
standard/required  characteristic . 

2  -  significant  caBq>liance  -  indicates  that  the  healthcare 

organization  meets  the  majority  of  conditions  of  the 
standard/required  characteristic . 

3  -  Partial  cco^liance  -  indicates  that  the  healthcare 

organization  sieets  acme  conditions  of  the  standard/required 
characteristic . 

4  -  Miniaial  compliance  -  indicates  that  only  a  few  of  the 
conditione  of  the  standard/required  characteristic  are  met  by 
the  healthcare  organization. 

-  Noncosq>liance  -  indicates  the  failure  of  the  healthcare 
organization  to  sieet  the  conditions  of  the  standard/required 
characteristic . 
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NA  >  Not  applicabla  -  indicatos  tho  nonapplicability  of  the 
Btandard/raquirad  charactariatic  to  tha  haalthcara 
organisation  (JCABO,  1990b). 

5.  Evidanca  of  coaqplianca  -  This  araa  is  usad  by  tha  nursa  raviawer 
to  racord  spacific  coasMnts  concaming  avidanca  of  coiqilianca  (or 
noncomplianca )  to  tha  standard. 

6.  RaconaMndation(s)  to  naat  critaria  -  Seoras  of  3,  4,  or  5  raquira 
racoamandations  by  tha  raviatiar  to  obtain  conplianca  with  nursing 
cars  standards.  Thasa  racoannandations  ara  to  ba  listad  on  tha 
ravarsa  of  tha  paga. 

Critaria,  Proeass  and  Scora  Coda  alanants  of  tha  SIR  wara  adaptad,  in 
part  with  pamission,  of  JCABO  fromt  Joint  Cosaiission  on  Aceraditation 
of  Haalthcara  Organizations  (1990).  Tha  naw  standards  for  nursing  cara 
(2nd  ad).  Chicago,  lllinoist  Author;  Rasourca  Booh. 

Nota  that  tha  SIR  contains  scoring  guidalinas  ara  for  tha  first  group  of 
critaria  only,  scoring  guidalinas  for  all  standards/raquirad 
charactaristics  can  ba  found  in  Volusw  II  of  tha  AMB  for  tha 
corrasponding  publication  yaar  (1990  publication  for  1991  standards). 
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1 

standard 

NC.l* 

MC. 1.1.1* 


NC.1.1.2 

EC. 1.1. 3* 

scora  Codat 


Proposad  systanatic  Intarnal  Raviaw  (SIR)  Program 


2 

critarla 


Patiants  racalva  nursing  cara 
basad  on  a  documantad  aaaassmant 
of  thalr  naada. 

A  raglstarad  nursa  aasassas  aach  1 
patlant's  naads  ralatad  to  thalr 
admission.  2 


Nursing  assassmant  Is  cosqplatad  1 
within  24  hours  (ICO  -  8  hrs,  2 

Psych  -  8  hrs) 

Tha  following  3  factors  should  ba 
consldaradt 

1.  Tha  antlclpatad  langth  of  stay 
for  tha  major  patlant  popu- 
latlon(s)  sarvad  by  tha  unit, 
araa,  or  dapartsmnt. 

2.  Tha  casq>laxlty  of  nursing  cara 
naads  of  tha  major  patlant 
populatlon(s)  sarvad  by  tha 
unit,  araa,  or  dapartiwnt. 

3.  Tha  dynamics  of  tha 
condltlon(s)  of  tha  major 
patlant  populatlon(s)  sarvad. 

Part  X  of  tha  nursing  assassmant 
may  ba  complatad  by  nursing  staff 
who  ara  quallflad  by  training  to 
do  so. 

Part  II  must  ba  ccaqplatad  by  RN. 
Wrlttan  avldanca  Is  avallabla  to 
show  that  all  mambars  of  tha 
nursing  staff  ara  quallflad  to 
collact  data. 

RaassassBMnt  of  patlant  naads  ara 

datarmlnad  by  tha  patlant 's 
condition. 


3 


4 


Procass 


scora 


.  Nursing  Sarvlca  Mamorandum 
(MSN)  _ 

Raviaw  of  madlcal  racords 
raflacts  ccs^llanca 

.  NSN 

.  Raviaw  of  madlcal  racord 
raflacts  appropriate  tlsia 
frasia  for  conflation  of 

assassmant. 


1.  NSM  _ 

2.  Raviaw  of  madlcal  racord 
raflacts  ccofllanca. 

3.  Raviaw  of  education  records 
of  staff  to  datarmlna  that 
staff  other  than  RNs  ara 
trained  to  perform  assass¬ 
mant  activities. 

1.  NSN  _ 

2.  Review  of  madlcal  racord 
raflacts  time  frame  and 
nursing  staff  who  perform 

assessments. 


scora  1-1.  Nursing  policies  and  procedures  define  tha  time  frame  for 
conplatlng  tha  adsdsslon  assassmant  process.  Tha 
pollclas/procaduras  Indicate  that  all  3  factors  listed 
above  have  bean  considered  and  specify  those  aspects  of  tha 
assassmant  process  that  may  ba  delegated  and  to  whom. 
Circumstances  ara  defined  In  which  a  raassassmant  Is  to  ba 
complatad.  Tha  pollclas/procaduras  Indicate  that,  during 
(tevalopawnt,  consldaratlon  was  given  to  tha  patlant 
populatlon(s)  sarvad  and  applicable  law  and  regulation. 

AND 

.  91-100%  of  the  madlcal  racords  ravlawad  Include  a 
raglstarad  nursa  assassmant  of  tha  patient's  nursing  cara 


2 
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naeda,  as  specif lad  in  hospital  policy  and  in  accordance 

with  NC. 1.1.1 

AHD 

3.  91-100%  of  the  atadical  records  reviewed  indicate  that  when 
aspects  of  data  collection  have  been  delegated,  the 
registered  nurse  evaluated,  and  participated  in  the  process 
in  order  to  identify  the  nursing  diagnosis (as )  and/or 
patient  care  needs 

AMD 

4.  Nursing  policies /procedures  on  assessaent  and  reassessoent 
have  been  inplestented  for  at  least  12  stonths  prior  to 
survey. 

Score  2-1.  sasie  as  score  1.2  except  76-90%  of  atadical  records 
revie%fed. .  .OR 

2.  saats  as  Score  1.3  except  76-90%  of  atadical  records 
reviewed...  OR 

3.  saate  as  Score  1.1  except  with  aiinor  exceptions,  nursing 
policies  and  procedures  define  the  tisM  fraate  for...  OR 

4.  saate  as  Score  1.4  except  ia^leaiented  for  9-11  aionths  prior 
to  survey. 

Score  3-1.  Saate  as  Score  1.2  except  51-75%  of  atadical  records 
reviewed. . .  OR 

2.  saate  as  Score  1.3  except  51-75%  of  aiedical  records 
revietrad. . .  or 

3.  saaia  as  Score  1.1  except  however  policies  do  not  specify 
those  aspects  of  the  process  that  aiay  be  delegated  and  to 
wboai.  Circuaistances  in  which  a  reasses  saient  is  to  be 
coB^leted  are  not  defined...  OR 

4.  saaie  as  Score  1.4  except  ia^leaiented  for  6-8  aionths  prior 
to  survey. 

Score  4-1.  saate  as  Score  1.2  except  26-50%  of  atadical  records... OR 

2.  saate  as  score  1.3  except  26-50%  of  aiedical  records... OR 

3.  saate  as  Score  3.3  and  policies /procedures  do  not  indicate 
that  all  3  factors  above  have  bean  considered. . .OR 

4.  saate  as  Score  1.4  except  ia^tleatented  for  3-5  aionths  prior 
to  survey. 

score  5-1.  saate  as  Score  1.2  except  less  than  26%  of  atedical 
records . . .OR 

2.  Saate  as  Score  1.3  except  lass  than  26%  of  atadical 
records. . .OR 

3.  Nursing  policies  and  procedures  neither  define  the  tiata 
fraate  for  coa^leting  the  adaiission  assessatant  process  nor 
define  the  circuatstances  in  which  a  reassessatent  is  to  be 
coBipletad. .  .OR 

4.  saate  as  score  1.4  except  iaqpleatanted  for  2  aionths  or  less 
prior  to  survey. 

5.  Bvidenee  of  Coa^liancet 


•The  asterisked  iteais  are  key  factors  in  the  accreditation  decision  process 
scores  of  3,4  or  5  require  recoanendations  to  ateet  criteria  on  reverse. 
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12  3  4 

Standard  Critaria  Proeass  Scora 

lic.1.2*  A  thorough  asaasaaiant  of  patiants  1.  Ravlaw  of  racords  raflacts 
should  considar  tha  following  6  avidanca  of  initial  and 

factors:  (as  appropriata)  ongoing  aasasssiants  with 

1.  Biophysical-Raviaw  of  siajor  docusiantad  considaration 

body  sy stasis  and  physiological  of  thasa  factors  as 
parasMtars .  appropriata . 

2.  Psychosocial -support  systasis, 
faars,  anxiaty,  siantal  status, 
ooping  SMChanissis ,  habits, 
work  history,  slaap  pattarns, 
racraational  actiwitias,  ate. 

3.  BnvironsMntal-physical  anviron- 
nant,  socioaconc^c  status, 
spacial  aquipsiant  naads,  ate. 

4.  Saif  cara,  including  tha  naad 
and  ability  to  parform 
activitias  of  daily  living  as 
appropriata . 

5.  Educational  naads. 

6.  Discharga  planning  -  naad  for 
continuing  cara  and  any  naadad 
siodifications  in  tha  hcsia 
anvironsiant . 

HC. 1.2.1  information  obtainad  from  tha  1.  Raviaw  of  racords  documents 

patient's  significant  others  is  that  patient's  significant 

included  in  tha  assasssiant.  others  (as  appropriata) 

trara  involved  in  the 
assasssiant  process. 


Scora  codat  Scoring  guidelines  for  these  standards /r 
be  found  under  Nursing  care  in: 

Joint  Caaniasion  on  Accreditation  of  Baa 

aquirad  charactaris 

Itbcara  organizatio 

■ 

tics  may 

ns  (1990). 

1  tT«  ■ 

Chicago,  Illinois t  Author. 

5.  Evidence  of  Ccaqpliancat 


•Tha  asterisked  itasis  are  key  factors  in  tha  accreditation  decision  process.  Scores 
of  3,4  or  S  require  racossnandations  to  meat  critaria  on  reverse. 
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l 

standard 

critaria 

j 

Procass 

« 

seor< 

NC.1.3* 

Idantification  and  docuswntation 
of  patiant  cara  naads  includas 
nursing  diagnosis  (as)  statasiants, 
patiant  problam  lists,  patiant 
nursing  cara  naads  lists  (or 
similar  ralatad  fonoats,  as 
appropriata) . 

1.  NSM 

2.  Raviaw  of  siadical 
raeord  providas 
avidanca  of  appropriate 
docusMntation . 

NC. 1.3.1 

Tha  patiant  and/or  significant 
othars  ara  inforaiad  of  and 
involvad  in  tha  provision  of 
nursing  cars  as  appropriata. 

1.  NSM  _ 

2.  Raviaw  of  medical  record 
reflects  that  patiant/ 
significant  othars  ara 
inforaiad  and  involvad  in 
patient's  cara. 

NC.1.3.2 

Bffactiva  and  appropriata 
collaboration  aaiong  all  Involvad 
profassional  disciplinas  is 
carriad  out.  Exaa^las  includa; 
Multidisciplinary  team  confaranca, 
consultations ,  ate .  ( as 
appropriata ) . 

1.  Raviaw  of  aiedical  record 
raflacta  documentation 
of  intardisciplinary 
collaboration . 

Seora  coda;  Scoring  guidalinas  for  thaaa  standards /raquirad  charactaristics  may  ba 
found  undar  Nursing  Cara  in: 

Joint  cossBission  on  Aceraditation  of  Baaltheara  Organisations  (1990). 
Accraditation  manual  for  hospitals.  1991;  vol.  ll.  Scoring  Guidalinas. 
Chicago /  Illinois;  Author. 


5.  Evidanca  of  Cosg>lianca; 


•Tha  aatarishad  itams  ara  )iay  factors  in 
of  3,4  or  5  raquira  raccsniandations  to  mi 


tha  accraditation  dacision  procass 
«t  critaria  on  ravarsa. 


Scoras 
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MC. 1.3.3*  Patlant  and/or  aignlf leant  othara 
racoiva  appropriata  spaciflc 
adueation  from  hospital  staff  to 
Btaat  tha  patlant's  haalth  ceura 

naada. 

In  addrasslng  tbasa  spaciflc 
laamlng  naa^,  conaldaratlon  Is 
glvan  to  at  laast  tha  following 
4  factors: 

1.  Tha  patlant's  antlclpatad  langth 
of  stay. 

2.  Appropriata  utilization  of 
appllcabla  hospital  and 
eosmunlty  rasoureas. 

3.  Tha  patlant's/algxilf leant 
other's  ability  to  coa^rahand  & 
laqplasiant  tha  provided  education. 

4.  The  nature  and  coa^laxlty  of  tha 
patient 's/slgnlf leant  other's 
learning  needs  with 
consideration  gj-'an  to 

a.  Infactlor.  .'...trol 

b.  safety 

c.  avallaii!  as  opposed  to 
naadact,  resources  after 
discharge. 

MC. 1.3. 3.1  Appropriata  referrals  for  patient's 
continuing  care  naada  are  assessed 
and  docuaMntad.  l.a.  social  work 
referral,  follow-up  appointaants , 
plans  for  necessary  hesM  haalth 
equipment  and  ziedlcatlon,  etc. 


1.  MSN  _ 

2.  DocuMntatlon  In  medical 
record  of  nursing  Inter¬ 
ventions  to  meat  specific 
self  care  laamlng  needs. 


1.  Interview  patient  and/ 
or  significant  others 
prior  to  patient's 
discharge  to  ascertain 
adequate  understanding 
of  patient's  health  care 
needs. 

2.  Review  of  awdlcal  record 
for  documentation  of  prep¬ 
aration  for  discharge 
Ixicludlng  patient's  con¬ 
tinuing  care  needs  and 
appropriate  referrals. 


5.  Svldence  of  Ccmpllance: 


*Tbe  asterisked  Items  are  key  factors  In  the  accreditation  decision  process,  scores 
of  3,4  or  5  require  recommendations  to  meet  criteria  on  reverse. 
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1 

standard 

2 

Critaria 

3 

Trocass 

4 

Score 

HC.1.3.4* 

NC. 1.3. 4.1 

Tha  nursing  procass  is  usad  in 
docuaonting  patlont  cara.  (SOAPIE 
format).  At  a  minisium, tharo  should 
ba  avidanca  that  tha  nursing  procass 
is  usad  in  documanting  tha  patiant's 
cara,  spacifically  tha  following  6 
alamants . 

Tha  initial  nursing  assasssiant  and 
all  roassassmants  of  tha  patiant's 
condition  ara  docuMntad  in 
accordanca  with  nursing  policy. 

Tha  following  alamants 
apply  for  raguirad 
characteristics  NC. 1.3.4 
through  NC.1.3.4.6 

1.  MSN 

2.  Review  of  SMdical 
record  to  datarsiine 
complianco  with 
documentation . 

RC.1.3.4.2 

Tha  patiant's  nursing  diagnosis (as) 
and/or  patiant  cara  naads  ara 
docusiantad. 

HC.1.3.4.3 

Tha  plan  of  patiant  cara  including 
Intarvantions  idantifiad  to  aaat 
tha  patiant's  naads  ara  documantad. 

NC.1.3.4.4 

Tha  nursing  cara  providad  to  tha 
patiant  and/or  significant 
othar(s)  is  documantad. 

NC.1.3.4.5 

Tha  affaetivanass/outcosws  of 
nursing  Intarvantions  including 
tha  patiant's  rasponsas  to 
intarvantions  ara  docusMntad. 

SC. 1.3. 4. 6 

Oischarga  planning  actlvltlas  and 
tha  abilitias  of  the  patiant  and/or 
significant  othar(s)  to  manage 
ongoing  cara  naads  aftar  discharge 
ara  docuzMntad. 

Beora  Codat  scoring  guldallnas  for  thasa  standards /raqulrad  cbaractaristics  may  ba 
found  un^r  Nursing  Caro  ini 

Joint  CoBSBission  on  Accraditation  of  Baaltbcaro  Organizations  (1990). 
Accraditation  manual  for  hospitals.  1991;  Vol.  ii.  scoring  cuidalinas. 
Chicago,  Zlllnolsi  Author 


S.  Bvidanca  of  Coa^liancat 


»Tha  astorlskod  itams  ara  kay  factors  in  tha  accraditation  dacision  procass.  scoros 
3f  3,4  or  5  roquira  racoaMndations  to  maat  critaria  on  rovarso. 
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X 

standard 

Crltaria 

Process 

4 

Score 

NC.l.3.5* 

There  is  permanent  integration 
of  nursing  care  data  into  the 
BMdical  record. 

(Data  related  to  patient 
assessaients,  the  nursing 
care  planned,  nursing  inter¬ 
ventions  and  patient  outccaies.) 

1.  NSM  _ 

2.  Review  of  siedical  records 
to  determine  integration  of 
data. 

NC. 1.3. 5.1 

The  nursing  care  data  Bust  be 
identifiable  and  retrievable 
from  the  stedical  record. 

1.  NSM 

2.  Review  of  medical  records  to 
deteraiine  identification  and 
retrieval  of  the  information. 

Scora  Coda:  Scoring  guidalinas  for  thasa  atandarda/raquirad  charactariatica  may  be 
found  under  Nuraing  Cara  in: 

Joint  coogaiaaion  on  Accreditation  of  Healthcare  Organizationa  (1990). 
Aceradltation  Mnual  for  hpaoitala.  1991:  Vol.  II.  Scoring  Guidelinea. 
Chicago,  Illinois:  Author 


5.  Evidence  of  Coa^lianca: 


•The  asterisked  items  are  key  factors  in 
of  3,4  or  5  require  recomaMndations  to  m 


the  accreditation  decision  process 
let  criteria  on  reverse. 


Scores 
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1 

standard 

2 

Criteria 

3 

Process 

4 

Score 

»C.2* 

All  nursing  staff  are  con^tent 
to  fulfill  their  assigned 
responsibilities . 

1.  NSM 

2.  Review  of  nursing 
policy  and  proc¬ 
edure  to  detersiine 
the  system  or 
structure  of  the 
organization's  com¬ 
petence  assessment 
program. 

JC.2.1* 

Nursing  staff  members  have  their 
competence  assessed  as  part  of 
the  initial  employment  and 
orientation  process .  Those 
nursing  staff  members  who  are 
required  by  law  or  regulation  to 
possess  licensure,  registration, 
or  certification  actually  are 
currently  licensed,  registered 
or  certified. 

1.  NSM 

2.  Review  of  employee 
files  to  determine 
initial  competency 
assesssient. 

3.  Review  of  employee 
files  to  determine 
currency  and  appro¬ 
priateness  of 
nursing  staff 
siember's  licensure, 
registration,  or 
certification . 

4.  Review  of  job/ 
position  descriptions 
for  all  positions 
involved  in  the  pro¬ 
vision  of  nursing 
care. 

i 

1C. 2. 1.1* 

Each  nursing  staff  member's 
competence  is  evaluated  at  defined 
intervals  during  their  employ- 
stent.  Cosqtetence  is  siaintained 
through  a  combination  of 
educational  activities  and 
ongoing  competence  assessment. 

1.  NSM 

2.  Review  of  exqployee 
files  to  determine 
if  the  conpetence 
assessment  program 
has  been  isqpleswnted 
as  defined  in  policy 
and  procedure. 

IC.2.1.1.1« 

An  objective,  sieasurable 
perforaiance  evaluation  system 
is  used  to  evaluate  current 
cosqtetence . 

1.  NSM 

IC.2. 1.1.2* 

The  objective  sieasurement  system 
of  evaluating  each  nursing  staff 
stestber's  ability  to  carry  out 
their  duties  is  defined  in 
policies  and  procedures. 

A  report  about  the  levels  of 
coBq>etence  and  caBq>etence  siain- 
tenance  functions  is  given  at 
least  annually  to  the  governing 
body. 

1.  NSM 

2.  Review  of  the  report 
to  the  governing 
board  about  the 
levels  of  caoq>etence 
and  the  competence 
Biaintenance  function. 
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Scora  Code:  Scoring  guidelines  for  these  standards /required  characteristics  may  be 
found  under  Nursing  care  in: 

Joint  Commission  on  Accreditation  of  Healthcare  Organizations  (1990). 
Accreditation  manual  for  hospitals.  1991:  Vol.  II.  Scoring  ouidelinea. 
Chicago,  Illinois:  Author. 

Evidence  of  Con^liance: 


«Tbe  asterisked  items  are  key  factors  in  the  accreditation  decision  process, 
of  3,4  or  5  require  recommendations  to  awet  criteria  on  reverse. 


Scores 


Quality 
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1 

Standard 


2 

criteria 


3 

Procese 


4 

Score 


MC.2.1.2* 


Nursing  staff  nembers  are  assigned 
nursing  care  responsibilities  based 
upon 


The  following  apply 
for  required 
characteristics 
NC.2.1  through 


NC. 2. 1.2. 2. 2 


NC.2.1. 2.1 


The  amount  of  availability  of 
supervision  needed  by  the  staff 
member  baaed  on  their  previously 
assessed  level  of  competence  and 
current  competence  in  relation  to 
the  nursing  care  needs  of  the 
patient ( s ) . 


NC.2.1. 2. 2 


The  complexity  and  dynamics  of  each 
patient's  status  including  the 
complexity  of  the  assessment  required 
by  the  patient  and  the  frequency 
with  which  the  need  for  specific/ 
required  nursing  care  activities 
changes  including: 


NC. 2. 1.2.2 
1 


The  factors  that  must  be  considered 
to  make  appropriate  decisions 
concerning  providing  nursing  care. 


NC. 2. 1.2.2. 
2 


The  type  of  technology 
ing  nursing  care 


used  in  provid- 


1.  NSN  _ 

2.  Review  of  the  pro¬ 
cess  for  assigning 
nursing  staff  mem^rs 
to  provide  nursing 
care  to  patients. 

The  mitten  process 
must  include 
consideration  of  the 
listed  criteria. 

3.  Review  of  Mdical 
records  to  determine 
that  the  patient's 
status  was  such  that 
maiA>er(s)  of  the 
nursing  staff  trere 
coapetent  to  provide 
the  required 
nursing  care. 

4.  Review  of  assignment 
sheets,  time  sched¬ 
ules  or  other 
pertinent  documen¬ 
tation  to  provide 
evidence  that  the 
system  in  place  is 
adequate . 


The  following  seven  elements  should 
be  considered  in  the  process  for 
assigning  nursing  staff  members 
to  provide  nursing  care  to 
patients : 

1.  The  complexity  of  the  patient's 
condition  and  required  nursing 
care. 

2.  The  dynamics  of  the  patient's 
status . 

3.  The  cceplexity  of  the  assessment 
required  by  the  patient. 

4.  The  type  of  technology  esployed 
in  providing  nursing  care. 

5.  The  degree  of  supervision 
required  by  each  member  of  the 
nursing  staff. 

6.  The  availability  of  supervision. 

7.  Relevant  infection  control  and 

safety  issues. 


Quality 
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Score  Code  Scoring  guidelines  for  these  standards/reguired  characteristics  may  be 
found  under  Nursing  Care  in: 

Joint  cannission  on  Accreditation  of  Healthcare  Organizations  (1990). 
Accreditation  manual  for  hospitals.  1991;  Vol.  II.  Scoring  Guidelines. 
Chicago,  Illinois:  Author. 

5.  Evidence  of  CoBg>liance: 


*The  asterisked  Itesis  are  key  factors  in  the  accreditation  decision  process, 
of  3,4  or  5  require  recassnendations  to  sioet  criteria  on  reverse. 


Scores 


Quality 
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1 

standard 

2 

Criteria 

3 

Process 

4 

Score 

NC.2.2* 

Those  registered  nurses  that 
dotarmina  tha  clinical  canqMtanca 
of  nursing  staff  members  and  make 
assignments  for  patient  care 
responsibilities  must  have  tha 
clinical  and  managerial  knowledge 
and  experience  to  make  these 
decisions  in  consideration  of 
the  following  3  factors: 

1.  Complexity  of  nursing  care 
required  by  the  patients. 

2.  DocuBionted  ccaq>etence  in  at 
least  the  clinical  knowledge, 
skills  and  technology 
ordinarily  esqployed  in  the 
care  of  patients  in  the  unit, 
area  or  departsiont. 

3.  Written  evidence  of  preparation 
through  formal  and/or  continu- 
i.ig  or  inservice  education 
programs  in  clinical  manage¬ 
ment  and  leadership. 

1.  NSM 

2.  Review  of  personnel 
records  which  indicate 
that  those  RNs  with 
the  designated 
responsibility  for  the 
evaluation  and  assign¬ 
ment  of  nursing  staff 
members  are  competent 
to  carry  out  their 
clinical  and  managerial 
responsibilities . 

Evidence  of  consideration 
of  the  corresponding 

3  factors  must  be  avail¬ 
able. 

Scor*  Coda:  Scoring  guidalinoa  for  thaaa  standards /roquirad  charactaristics  may  ba 
found  undar  Nursing  Cara  in: 

Joint  CooBiission  on  Accraditation  of  Baalthcara  Orgaxiizations  (1990). 
Accraditation  manual  for  hospitals.  1991:  Vol.  n.  scoring  Guidelinas. 
Chicago,  Illinois:  Author 

5"!  Evidanca  of  Compliance: 


•Tha  astarislcad  itams  ara  kay  factors  in  tha  accraditation  decision  process 
of  3,4  or  5  require  raccsmMndations  to  moat  criteria  on  rovarsa. 


Scores 


Quality 
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1 

standard 

4. 

Crltaria 

Process 

NC.2.3* 

oriantatlon  for  nursing  staff 
Bonbars  is  basad  on  apaclfic 
job  dascriptions ,  positions  or 
privilagas . 

Oriantation  is  of  sufficiant 
scopa  and  langth  to  aasura 
constancy  and  is  conductad 
prior  to  tba  parfomanca  of 
nursing  cars  activitias. 

Tba  oriantation  is  basad  on 
idantifiad  individual  laaming 
naads  of  tba  nursing  staff 
stanbar. 

1.  NSN 

2.  Review  of  nursing  service 
policy  that  describes 
tba  scopa  and  duration  of 
oriantation. 

3.  Review  of  nursing  staff 
mambar's  personnel/ 
aducation  record  to  ensure 
participation  in  and 
completion  of  oriantation. 

Upon  conflation  of  tba  oriantation 
program,  an  assasamant  of  tba 
nursing  staff  mambar's  cosqpatanca 
in  tbair  spacific  job  activitias 
is  conductad. 

1.  Assassswnt  by  an  RN  of  the 
individual's  ability  to 
competently  perform  the 
specific  nursing  cara 
activitias  required. 

Nursing  staff  maatlngs  ara 
conductad  at  ragular  Intarvals, 
datanninad  by  tba  organization 
and  daflnad  in  hospital  policy. 

1.  N8H 

2.  Review  of  nursing  service 
policy  that  dascribas  the 
frequency  of  staff  maat¬ 
lngs. 

During  tbasa  maatlngs,  findings 
from  quality  assuranca  activitias 
ara  raviawad  and  opportunitias 
to  izfrova  cara  and  solva 
problams  and  izfrova  slcllls, 
knowladga  and  abllitlas  ara 
discussad. 

1.  N8N 

2.  Review  of  staff  meeting 

siinutas  which  evidence 
these  activitias. 

Nursing  staff  mambars  participata 
in  both  formal  and  informal 
aducational  activitias .  Tba 
aducation  program  is  basad  on 
factors  induing: 

1.  Findings  from  quality 
improvasiant  activitias. 

2.  Naw  or  changing  technology, 
as  appropriate 

3.  Therapeutic  or  pharmacologic 
intarvantions . 

4.  Identified  or  stated  laaming 
naads  of  nursing  staff 

1.  N8H 

2.  Review  of  education/ staff 
davalopment  records  which 
evidence  aducational 
activities  considering 
tbasa  factors. 

4 

scora 


Quality 

40 


1 

standard 

2 

crltarla 

3 

Process 

4 

Scora 

NC.2.3.1* 

Documantatlon  on  tha  contant  and 
scopa  of  tha  program  and  tha 
axtant  of  tha  nuralng  staff 
aiambar's  peurtlclpatlon  Is 

Includad  In  tha  amployaa's 
parsonnal/aducatlon  racord. 

1.  NSM 

2.  Review  of  employee's 
parsonnal/aducatlon 
racord. 

Documantatlon  of  participation 
nursing  staff  smatlngs  Is 
malntalnad. 

In 

1.  Review  of  staff  meeting 
minutes  which  avldanca 
staff  participation. 

DociuBsntatlon  of  participation 
educational  activities  Is 
documented. 

In 

1.  Review  of  amployaa's 
parsonnal/aducatlon 
racord. 

Scora  Coda:  scoring  guldallnaa  for  thasa  standards/raqulrad  eharactarlatlcs  may  ba 
found  undar  Nuralng  Cara  In: 

Joint  Commlaalon  on  Aceradltatlon  of  Baalthcara  Organizations  (1990). 
Accradltatlon  manual  for  hospitals.  1991:  vol.  il.  scoring  Guldallnas. 


5.  Bvldanca  of  Con^llanca: 


•The  astarlskad  Itams  ara  kay  factors 
of  3,  4  or  5  raqulra  rocoaanondatlons 


In  tha  accradlatlon  daclslon  procass. 
to  swat  crltarla  on  ravarsa. 


Scoras 


Quality 
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1 

standard 

2 

Criteria 

3 

Process 

NC.2.3.2* 

impropriate  nursing  staff 

1.  NSN 

must  be  ccametent  in  CPR  and 

2.  Bospital/Nursing 

other  safety  issues  appropriate 

statement  that  defines 

to  the  mission  of  the  hospital 

what  safety  issues. 

i.e.  CPR,  respiratory  therapy. 

Policies,  procedures  and/or 

other  than  CPR  are 
appropriate . 

protocols  define  who  can  carry 

1.  NSM 

out  emergency  interventions  and 

2 .  Review  of nursing 

what  degree  of  supervision  is 

policy/procedure  defines 

required. 

a.  which  mMobers  of 
nursing  staff  are 

Exception  of  staff  members  who 

eiQMCted  to  demonstrate 

for  physical  or  other  specified 

competence  in  CPR  and 

reasons  are  unable  to  perform 

other  safety  issues. 

the  required  activity  is 

b.  exesq;>^*<l  Individuals 

acceptable . 

from  these  requireztents . 

c.  mechanism  used  to 
desionstrate  cosm^tence. 

d.  how/where  such  com¬ 
petence  will  be 
docusiented. 

NC.2.3.2. 

Ccsmatence  of  these  nursing 

1.  NSM 

1* 

staff  members  is  demonstrated 

2 .  Review  of records  that 

and  documented  at  least  every 

evidence  staff  members' 

two  years. 

4 

Scor* 


Scor*  Cod«>  scoring  guid«lin«s  for  those  standsrds/rsquirsd  charactsrlstics  may  ba 
found  under  Nursing  Care  ln< 

Joint  Coiaiission  on  Accreditation  of  Healthcare  Organizations  (1990). 
Accreditation  wanual  for  hospitals.  1991 t  vol.  li.  scoring  Guidelines. 
Chicago,  Illinois s  Author. 


FI  Evidence  of  conpliancei 


•The  asterisked  items  are  key  factors  in 
of  3,4  or  5  require  reccoBendatlons  to  n 


the  accreditation  decision  process, 
let  criteria  on  reverse. 


Scores 


Quality 
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1  ^ 

Standard  crltaria 

If  nursing  staff  naabars  ara 
azpactad/raquirad  to  provida 
nursing  cars  in  mora  than  ona 
typa  of  nursing  unit,  tha  staff 
BMabar  Bust  ba  constant  to 
provida  patlant  cara  on  aach  unit 
or  to  aach  typa  of  patlant. 


Adaquata  orlantatlon  and  cross 
training  arc  provided  within  a 
raasonabla  period  of  tlsM  prior 
to  giving  that  cara. 


NC.2.3.3* 


MC.2.3.3. 

1* 


4 

score 

1.  NSM  _ 

2.  Raviaw  of  hospital /nursing 
policy  addressing  orlan¬ 
tatlon  and  cross  training 
for  nurses  that  ara 
assigned  to  aura  than  one 
typa  of  nursing  care  unit 
or  patlant  population. 

3.  Review  of  written  plans, 
records,  or  reports  that 
describe  tha  raqulramants 
for  tha  assignment  of 
nursing  personnel. 

4.  Review  of  tha  awchanlsm 
for  assuring  and  document¬ 
ing  tha  availability  of 

a  cos^tant  RN  If  staff 
fliambars  have  not  bean 
oriented  or  cross  trained. 

1.  NSM  _ 

2 .  Review  of  docuaiantatlon 
relating  to  cross  train¬ 
ing  activities,  accord¬ 
ing  to  hospltal/nurslng 
policy. 

3.  Review  of  personnel  files 
frosi  cross  trained 
employees . 


3 

Process 


1 

standard 

2 

Critaria 

3 

Procass 

HC.2.4* 

If  outsida  sourcaa  ("agancy") 

Tha  following  procass 

of  nursing  parsonnal  ara  uaad 

alasiants  apply  to 

by  tha  hospital,  thasa  parsonnal 
racaiva  oriantation  prior  to 
providing  cara. 

NC.2.4  through  NC. 2. 4. 1.1.1 

1.  MSN 

NC.2.4.1* 

Bafora  thasa  nursing  parsonnal 

2 .  Raviaw  of  hospital  and/or 

angaga  in  patiant  cara  activitias 

nursing  policias  and 

it  is  tha  rasponsibility  of  tha 

procaduras  that  dafina 

hospital  to  assura  thasa 

tha  rasponsibilitias  for 

individuals  awat  tha  following 

procass  of  avaluating  tha 

critaria: 

parformanca  of  thasa 

a.  Possass  a  currant,  valid 

individuals . 

licansa  or  cartificata  to 

3.  Raviaw  of  contracts. 

practica  nursing  or  parform 

%n:itton  agraaaiants. 

nursing  cara  activitias  as 

lattars  or  a»noranda  of 

raquirad  by  applicabla  law 

understanding  that  have 

or  ragulation. 

bean  approved  by  tha 

b.  Has  dMUSMntad,  currant 

organization  «rhich 

clinical  ccnpatanca  in  tha 

outline  who  bears 

assignad  patiant  cara 

rasponsibility  for 

rasponsibllitias . 

docuzienting  licensure 

c.  Has  ccBiplatad  an  adaquata 

and  currant  clinical 

and  tizMly  oriantation  to 

conpatanca. 

tha  hospital /unit. 

4.  Raviaw  of  agancy  nurse's 
file  to  datannina 
ccs^lianca  with  policias 
and  procaduras. 

NC.2.4.1. 

Tha  parfomanca  of  thasa  outsida 

1* 

sourcas  of  nursing  parsonnal 
in  tha  hospital  is  avaluatad. 

NC.2.4.1. 

Hospitals/nursing  policy  dafinas 

1.1«* 

tha  rasponsibility  for  this 
avaluation. 

Scor*  Coda:  Scoring  guidallnas  for  thaaa  •tandarda/raquirad  charactarlatica  aiay  ba 
found  undar  Huralng  Cara  in: 

Joint  CoaBBiaaion  on  Aecraditation  of  Haaltbcara  organizationa  (1990). 
Accraditation  aanual  for  hoaoitala.  1991;  vol.  ii.  scoring  cuidelinaa. 


Chicago,  Illinois t  Author. 


Kvidanca  of  ccaipliancos 


•Tha  aatariakad  itana  ara  kay  factors  in  tha  accraditation  dacision  procass.  Scoras 
of  3,4  or  5  raquira  racosBandations  to  aaat  critaria  on  ravarsa. 
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12  3  4 

Standard  Crltaria  Proeaaa  Score 

sc. 3*  Boapltalwide  patient  care 

proQrams,  policies  and 
procedures  that  describe  how 
the  nursing  care  needs  of 
patients  a^  patient  populations 
are  assessed,  evaluated  and 
SMt  are  developed  by  the  nurse 
executive  and  appropriate  RMa 
within  the  hospital. 

SC. 3.1*  Nursing  standards  of  patient  care  1.  Review  of  the  nursing 
(the  care  the  patient  can  expect  standards  for  patient 

to  receive  frosi  the  nursing  staff)  care  and  standards  for 
and  standards  of  nursing  practice  nursing  practice. 

(what  the  nursing  staff  does  to  2.  Review  of  siinutes, 

Bieet  the  standard  of  care  through  reports  and  nenoranda 

nursing  practice)  in  conjunction  that  contain  evidence 

with  nursing  policies  and  pro-  that  the  nursing 

cedures  direct  the  nursing  care  standards  were  the  basis 

delivered  within  the  hospital.  for  the  developsient  of 

nursing  policies  and 

A  hospital  nay  use  published  procedures, 

standards  or  write  their  o«m.  3.  Review  of  nursing 

If  published  standards  are  policies  and  procedures 

used,  adaptation  considering  that  have  been  developed 

the  scope  of  care  provided  by  and  laplenanted  address- 

the  unit/hospital  mist  be  ing  the  nursing  care 

evident.  provided  to  patients 

and  those  significant 
to  thoa. 

4.  Review  of  patient  nedical 
records  for  evidence  that 
applicable  standards 

of  patient  care  and 
nursing  practice  were 
is^lenented  as  appropriate 
to  the  patient's  needs 
and  the  policies  and 
procedures  were  used  to 
guide  nursing  care. 

5.  Review  of  trritten  records, 
Binutes  or  reports  about 
the  level  of  confomance 
to  nursing  standards  of 
patient  care  and  stand¬ 
ards  of  nursing  practice 
used  in  the  M&B  of  the 
quality  and  appropriate¬ 
ness  of  nursing  care 
delivered. 
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Davalopmnt  of  nursing  policias 
and  procaduras  should  considar 
tha  following  4  itanst 

1.  Typas  of  patiants  sarvad. 

2.  scopa/coaplaxity  of  patiant's 
naads  for  nursing  cars. 

3.  Knowladga/skill  laval  of 
nursing  staff  nanibars  who 
provida  eara. 

4.  How  tha  nursing  cars  naads  of 
patiants  will  ba  assassad, 
avaluatad  and  aat. 


Scora  Coda:  scoring  guidalinas  for  thasa  standards/ 
found  un^r  Nursing  Cara  in: 

Joint  cossDisaion  on  Accraditation  of  Ba 

raquirad  charactaristics  may  b* 

althcara  organizations  (1990). 

» 

Mill 

• 

Chicago,  Illinois:  Author. 

5.  Bvidanca  of  Cosipllancai 


1.  Raviaw  of  siinutas,  raports 
and  SMOiorandua  that 
contain  avidanca  that 
considaration  was  givan 
to  tha  4  factors  listad. 


*Tha  astariskad  itams  ara  kay  factors  in  tha  accraditation  dacision  procass.  scoras 
of  3,4  or  5  raquira  racosaiandations  to  mat  critaria  on  ravarsa. 
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1 

(tandard 

2 

critarla 

3 

Procass 

IC.3.1.1* 

Establishing  standards  of  nursing 
practica  is  tha  authority  and 
rasponsibility  of  tha  nursa 
axacutiva . 

1.  NSM 

2.  Raviaw  of  tha  docunant  that 
dafinas  tha  authority  and 
rasponsibility  of  tha  nursa 
axacutiva  with  raspact  to 
tha  astablishsiant  of  tha 
nursing  standards  of  patiant 
cara,  nursing  practica  and 
policias  and  procaduras. 

Policias,  procaduras  and  standards 
ara: 

1.  NSM 

2.  Raviaw  of  docustantation  that 
avidancaas  that  policias/ 
procaduras /standards  wars 

IC. 3. 1.2.1 

Davalopad  by  Nursa  axacutivas, 
ragistarad  nursing  and  othar 
nursing  staff. 

davalopad  by  thssa  nursing 
staff  (and  in  collaboration 
with  othar  disciplinas  as 
nacassary)  and  approvad  by 

1C. 3. 1.2. 2 

IC. 3. 1.2.3 

Oafinad  in  %n:iting. 

Approvad  by  nursa  axacutiva/ 
dasignaa. 

nursa  axacutiva/dasignaa. 

IC.3.1.2.4 

Usad  in  assassing  tha  quality  of 
patiant  cara. 

1.  NSM 

IC.3.1.2.5 

Raviawad/siodifiad  whan  warrantad. 

1.  NSM 

2.  Raviaw  of  policy  that  do- 
fines  tha  process  for 
developing,  reviewing  and 
aiodifying  standards, 
policias  and  procaduras. 

IC.3.1.2. 

Raviawad  as  outlinad  in  nursing 

1.  NSM 

5.1 

policy  with  raviaws  at  laast 
avary  3  yaars. 

Docusiantation  of  raviaw  activitias 
includas  tha  following  3  alaaants: 

1.  Raviaw  data. 

2.  Nursing  staff  sianbars  who 
participatad  in  tha  raviaw. 

3.  Xdantification  of  tha  salactad 
standards,  policias  and/or 
procaduras  that  wars  aiodifiad, 
ravisad  and/or  dalatad. 

2.  Review  of  tha  records, 
reports,  siinutas  or  tha 
policias  and  procedures 
tdiicb  avidanca  that  tha 
raviaws  were  coaqpletad 
according  to  policy  and 
those  alasiants  are  included. 

4 

Scora 
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NC.3.1.2. 

When  appropriate  the  review  should 

1.  HSM 

5.2 

Also  consider  the  following  4 

2.  Keview  of  a  quality 

factors  t 

inq)rovement  plan  (when 

1.  The  appropriateness  of  the 

available),  minutes. 

policies ,  procedures  and 

reports  or  memorandum(a) 

standards  in  actual  use. 

for  evidence  that  the 

2.  Any  relevant  ethical  and 

standards,  policies  and 

legal  concerns. 

procedures  %iere  used  in 

3.  Current  scientific  knowledge. 

the  process  to  iDonitor 

4.  Findings  from  quality 

and  evaluate  the  quality 

iaqproveiBent  or  other 

and  appropriateness  of 

evaluation  Mchanisats  are 

the  nursing  care  provided 

used  as  information 

to  patients. 

NC.3.3* 

Collaboration  with  other 

1.  As  outlined  above  - 

disciplines  is  necessary  when 
developing  nursing  policies 
and  procedures  addressing 
functions  that  involve, 
iBq>act,  or  influence  activities 
beyond  the  unit,  area  or 
departaiont  that  provides 
nursing  care  to  patients. 

NC. 3. 1.2.1  -  MC.3.1.2.3 

Seora  codai  scoring  guidalinas  for  thoso  standards/raqulrad  charactarlstics  may  b« 
found  under  Muralng  Cara  Int 

Joint  Commission  on  Accradltatlon  of  Bealtbeara  organizations  (1990). 
Accraditation  manual  for  hospitals.  1991:  vol.  II.  scoring  Guidelines. 
Chicago,  Illinois:  Author. 


5.  Evidence  of  Coa^liancai 


*The  asterisked  items  are  key  factors  in  the  accreditation  decision  process, 
of  3,4  or  5  require  recomnendations  to  meet  criteria  on  reverse. 


scores 


1 

standard 

2 

Criteria 

3 

Process 

NC.3.2* 

A  mechanism  for  nurses  to  address 

1.  NSM 

ethical  issues  and  potential 

2.  Review  of  evidence 

dilemmas  in  nursing  care  must  be 

(policies,  mlnuces),  that 

in  place. 

participation  by  nursing 
staff  members  occurs  on 
the  ethics  committee. 

NC.3.2.1* 

Nursing  staff  members  participate 
on  the  hospital  ethics  committee 
addressing  ethical  issues  in 
patient  care. 

NC.3.3 

(Previous  Page) 

Score  Code:  Scoring  guidelinea  for  these  standards/required  characteristics  may  be 
found  under  Nursing  Care  int 

Joint  Commission  on  Accreditation  of  Bealthcare  Organizations  (1990). 
Accreditation  manual  for  hospitals .  1991:  Vol.  II.  Scoring  Guidelines. 


Chicago,  Illinois:  Author. 


Evidence  of  Conqiliance : 


>Tbe  asterisked  items  are  key  factors  in  the  accreditation  decision  process,  scores 
if  3,4  or  5  require  recomnendations  to  meet  criteria  on  reverse. 
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1 

standard 

2 

criteria 

3 

Process 

4 

Score 

NC.3.3.1* 

The  nurse  executive  or  qualified 
designee  must  participate  in  the 
hospital  admission  system  for  the 
purpose  of  coordinating  patient 
nursing  care  needs  with  available 
nursing  resources. 

1.  NSN 

2.  Review  of  the  document 
that  defines  the  authority 
and  responsibility  of  the 
nurse  executive  or 
designee  to  participate 

in  the  hospital  adadssion 
system. 

NC.3.3.1.1 

Consideration  of  the  patient's 
requirements  for  nursing  care  and 
available  nursing  resources  is 
essential  whan  making  a  decision 
regarding  when  or  where  to  admit 
or  to  transfer  a  patient. 

1.  HSM 

2.  Review  of  records,  report 
assignment  sheets  or  other 
documents  that  indicate 
that  sufficient,  cooqwtent 
nursing  staff  members  were 
available  to  assess  and 
meet  the  nursing  care  needs 
of  the  patient  admitted  or 
transferred  to  a  unit, 
area  or  department. 

scora  Code:  scoring  guidelines  for  these  standards /required  characteristics  may  be 
found  under  Nursing  care  in: 

Joint  Commission  on  Accreditation  of  Healthcare  Organdzations  (1990). 
Accreditation  manual,  for  hospitals.  1991:  Vol.  II.  seorino  Guidelines. 
Chicago,  Illinois:  Author. 


5.  Evidence  of  Compliance: 


•The  asterisked  items  are  key  factors  in  the  accreditation  decision  process 
of  3,4  or  5  require  recoomiendations  to  meet  criteria  on  reverse. 


Scores 
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X 

standard 

criteria 

j 

Proceaa 

Score 

NC.3.4* 

Th«  BMchaniama  usad  to  aaaign 
the  menbera  of  the  nuralng  ataff 
to  meet  patient  care  needa  are 
defined  in  policiea  and  pro- 
cedurea . 

Theae  mechaniaaia  ahould  addreaa 
the  following  3  criteria,  which 
are  approved  by  the  nurae 
executive : 

1.  Reguirementa  for  eag>loyment  aa 
a  nuraing  ataff  member. 

2.  The  proceaa  uaed  and  elementa 
conaidered  when  aaaigning 
patient  care  reaponaibilitiea 
to  a  nuraing  ataff  member. 

3.  The  mechaniam  for  determining 
the  deployment  of  nuraing 
ataff  among  unita/areaa  -  auch 
deployment  includea  conaider- 
ation  of: 

a.  onging  identification  of 
patient 'a  nuraing  care 
needa  defined  by  a  valid 
and  reliable  ayatem. 

b.  The  number  and  mix  of 
nuraing  ataff  required 
to  meet  patient 'a  needa. 

c.  The  mode  of  nuraing  care 
delivery  (i.e.  primary,  team 
etc . ) . 

d.  The  nuadaer  of  qualified 
regiatered  nuraea  required 
to  deliver  nuraing  care 

to  thoae  who  require  a 
apecific  level  of  care;  to 
coordinate  the  care  of 
patienta  and  to  auperviae 
and  direct  nuraing  care 
provided  to  patienta  by 
other  nuraing  ataff 

Biembera. 

1.  NSM 

2.  Review  of  job  deacriptiona 
and  nuraing/hoapital 
policiea  and  procedurea 
that  define  the  mechaniams 
uaed  to  aaaign  nuraing 
ataff  membera  to  meet 
patient  care  needa. 

NC.3.4.1* 

There  are  aufficient  qualified 
nuraing  peraonnel  available  to 
meet  the  nuraing  care  needa  of 
the  patienta  throughout  the 
hoapital . 

1.  NSM 

2.  Review  of  ataff ing  plana 
and  other  related  reporta 
which  indicate  that  auffic¬ 
ient  nuraing  ataff  membera 
were  available  to  meet  the 
patient 'a  defined  nuraing 
care  needa. 

3.  Review  of  3  one  week 
achedulea  over  the  paat  12 
montha  to  determine  if  the 
hoapital  haa  met  ita 
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established  requirements 
for  nursing  staff. 

NC.3.4.1.1 

The  nurse  executive  approves  the 

1.  MSM 

criteria  for  employment. 

2.  Review  6I~ reports,  minutes. 

deployment,  and  assignment  of 

memoranda,  policies  and 

nursing  staff  members. 

procedures  that  document 
the  nurse  executive's 
approval  of  the  above 
criteria. 

Scora  Code:  Scoring  guidelines  for  these  standards/required  characteristics  nay  be 
found  under  Nursing  Cara  in: 

Joint  coniission  on  Accreditation  of  Healthcare  organizations  (1990). 


[<  ■!  JilML  *I*J  j fS- W^m KKf  gl.iI; ■aifj 


Chicago,  Illinois:  Author. 
5.  Evidence  of  Coagiliancat 


•The  asterisked  iteu  are  key  factors  in  the  accreditation  decision  process.  Scores 
of  3,4  or  5  require  recoranendations  to  meet  criteria  on  reverse. 
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1 

standard 

2 

Crltarla 

3 

Process 

4 

Scora 

NC.3.4.2* 

Nursa  staffing  pl2uis  for  aach  unit 
Biust  axlst  which  daflna  tha 

Biambars  and  mix  of  nursing 
parsonnal  basad  on  currant  patiant 
cara  naads. 

1.  NSM 

2.  DocuMntatlon  of  master 
staffing  plan  or  acuity 
system  to  show  what 
datarmlnas  naad/mlx. 

NC.3.4.2.1 

Nursa  staffing  plans  appropriately 
consider  tha  utilization  of 
various  levels  of  nursing 
parsonnal  (RNs,  lpns,  NAs)  In 
thalr  contribution  to  tha  delivery 
of  efficient  and  affective  patient 
care. 

This  plan  must  address  these  4 
conqaonents : 

1.  Tha  system  that  Is  used  for 
assessing  currant  patiant 
nursing  cara  requireMnts  has 
face  validity  and  Intarratar 
reliability. 

2.  Tha  number,  silx  and  quall> 
flcatlons  of  nursing 
parsonnal  required  to  Mat 
tha  Identified  patients' 
nursing  care  naads  ara  stated 

In  numbers  of  parsons,  PTEs, 
nursing  care  hours  or  another 
ccsqparabla  Mthod. 

3.  Consideration  of  the  utili¬ 
zation  of  all  levels  of  nursing 
staff  as  daterzilnad  by  the 
patients'  nursing  cara  naads 
and  tha  defined  scope  of 
practice  for  aach  category 

of  nursing  staff  siembars. 

4.  Tha  procass  for  at  least 
annual  evaluation  of  tha 
plan's  efficacy  and  efficiency 
In  providing  nixrslng  cara  to 
patients . 

1.  Review  of  tha  %n:ltten, 
formal  plan  for  nursa 
staffing. 

2.  Review  of  system  that  Is 
utilized  for  assessing 
patients  nursing  care 
requireMnts 

-  evldanca  of  how  face 
validity  Is  determined. 

-  Mchanlsm  that  Is  used 
to  assure  Interrater 
reliability. 

3.  Review  of  staffing 
schedules . 

4.  Defined  Mchanlsm  for 
annual  review  and  results 
of  most  current  annual 
review. 

scora  Codat  Scoring  guldallnas  for  thasa  standards/raqulrad  cbaractarlatlca  nay  ba 
found  undar  Nursing  Cara  In: 

Joint  Coamlsslon  on  Accradltatlon  of  Baalthcara  organizations  (1990). 
Accradltatlon  manual  for  hospitals.  1991:  Vol.  11.  Scoring  Guldallnas. 
Chicago,  Illinois:  Author. 


5.  Evldanca  of  ccsqpllanca: 


•Tha  astarlskad  Itasis  ara  kay  factors  In  tha  accradltatlon  daclslon  procass.  scoras 
of  3,4  or  5  raqulra  raccnmandatlons  to  Mat  crltarla  on  ravarsa. 


1 

standard 

2 

Criteria 

3 

Process 

NC.3.4.2.2 

Review  and  adjustment  of  the 

1.  NSM 

hospital's  ntir^ing  staffing 

2 .  Review  of  the  plan ■ s )  for 

schedules  takes  place  in  order 

nurse  staffing,  policies/ 

to  meet  defined  patient  needs 

procedures  or  Biemorandum(a) 

or  unusual  circumstances. 

that  describes  the  process 
for  reviewing  and  adjusting 
(as  appropriate)  staffing 
schedules  to  sieet  defined 
patient  needs  and  unusual 
occurrences . 

3.  Review  of  schedules, 

reports  or  other  docusients 
which  contain  evidence  of 
the  required  review. 

Scor*  Cods:  Scoring  guidslinss  for  thsss  standards /roquirsd  charactsristics  may  be 
found  under  Nursing  Care  In: 

Joint  Commission  on  Accreditation  of  Bealtbcare  Organizations  (1990). 
Aceredltstion  insnual  for  hospitals.  1991:  vol.  II.  scorJ.n<i  GuJ^lines. 


Chicago,  Illinois:  Author. 


*The  asterisked  items  are  key  factors  in  the  accreditation  decision  process,  scores 
of  3,4  or  5  require  reccsanendations  to  sieet  criteria  on  reverse. 
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X  ^ 

Standard  Crltaria 

HC.3.4.2.3  Hasibars  of  tha  nursing  staff  1. 

hava  sufficiant  tiaa  to  provida 
nursing  cars  to  patiants  as 
dataraiinad  by  QI  M&E  activitias.  2. 
Hotat  In  tha  avant  that  thara 
ara  raportad  instancas  in  %rhich 
patiant  cara  was  coaqpraaiisad 
bacausa  siaiiibars  of  tha  nursing 
staff  wars  raguirad  to  spand 
tisM  on  support  functions,  tha  3. 

hospital  Bust  axaBiina  tha  patiant 
support  sarvicas  and  datarnina 
if  thay  ara  sufficiant. 
appropriata  action  to  parsiit 
aioBibars  of  tha  nursing  staff 
to  provida  nursing  cara  lust 
ba  takan. 


3 

Procass 


4 

Scora 


Raviaw  of  QZ  M&E  activitias 
(if  any)  that  axaaiina  this 

issua. 

Raviaw  of  tha  hospital's 
plan  addrassing  tha  cosmit- 
Btant  of  rasourcas  raquirad 
to  addraas  this  issua  if 
an  opportunity  to  iaiprova 
tha  cara  was  idantifiad. 
Raviaw  of  patiant 's  Bwdical 
racord  for  avidanca  that 
patiant 's  nursing  cara 
naads  ara  baing  Bwt. 


Scora  Coda:  Scoring  guidalinas  for  thasa  standards /raquirad  eharactaristics  Buy  ba 
found  un^r  Nursing  Caro  in: 

Joint  CaaoBiaaion  on  hceraditation  of  Baalthcara  organizations  (1990). 


Chicago,  Illinois:  Author. 


5.  Evidanca  of  Ccanplianco: 


•Tha  astariskad  itaaw  ara  kay  factors  in  tha  accraditation  dacision  procass.  scoras 
of  3,4  or  5  raquira  racosMndations  to  Biaat  critaria  on  rovarsa. 


Quality 
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1 

standard 

2 

critaria 

3 

Procass 

4 

Scora 

HC.3.4.2.4 

Nursing  staffing  lavala/plans 
should  support  tha  participation 
of  nursing  staff  mambars  on 
ccanittaaa,  in  maatings,  and  in 
quality  improvasiant  a^ 
aducational  activitiaa  as 
assignad. 

1.  NSM 

2.  Raviaw  of  cosmiittoa /masting 
minutas  for  avidanca  that 
nursing  masibars,  as  as> 
sigxMd,  ragularly 
participata . 

Scora  Coda:  Scoring  guidalinas  for  thasa  standards /raqulrad  eharactaristics  may  ba 
found  undar  Nursing  Cara  in: 

Joint  Cosmdsaion  on  accraditation  of  Baaltbcara  organizations  (1990). 
aeer«dtt*tiQH  imnuml  for  hospitals.  1991:  Vol.  IX.  Scoring  Guidalinas. 
Chicago,  Illinois:  Author. 


5.  Evidanca  of  ccaqilianca: 


•Tha  astariskad  i tarns  ara  kay  factors  in  tha  accraditation  dacision  procass.  Scoras 
of  3,  4  or  5  raquira  racoamiandations  to  maat  critaria  on  ravarsa. 


QuAlity 
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NC.4* 


HC.  4.1* 


Th*  hospital  plan  for  providing 
nursing  cars: 

1.  Is  dasignad  to  support  isqprovad 
nursing  practica  through 
innovation  and  rasourca 
allocation. 

2.  Considars  tha  uniqua  naads  of 
tha  patiant  population  sarvad 
by  tha  hospital. 

3.  Is  basad  upon  tha  hospital's 
Biission  statasisnt. 

Tha  plan  for  nursa  staffing  and 
tha  provision  of  nursing  cars  is 
raviawad  annually  in  datail  and 
pariodically  as  dataminad  by 
changing  patiant  naads /outcosMs. 

Raviaw  of  tha  plan  should 
indicata  at  laast  tha  following 
3  alasiants  vara  considaradt 

1.  Patiant  raquiranants  for 
nursing  cars,  upon  trtiich  tha 
plan  for  nursa  staffing  was 
basad. 

2.  Patiant  cara  program  or 
patiant  populations  that  wars 
addad  or  alisiinatad  and 
resultant  changes  in  case 

nix. 

3.  Informtion,  as  available, 
regarding  tlia  nursa  staffing 
plan,  frcsi  surveys  of  patients 
and  their  significant  other (s), 
physicians  a^  other  cara 
providers,  and  nursing  staff 


1.  HSN  _ 

2.  Review  of  hospital's 
written  plan  of  the 
provision  of  nursing  care. 


1.  MSM  _ 

2.  Raviaw  of  aiinutes,  reports, 
SMBoranda  which  avidanca 
documntatlon  of  annual 
raviaw  of  tha  hospital's 
plan  for  nursing  cara. 


Score  Codai  Scoring  guidelines  for  these  standards /required  characteristics  my  be 
found  uodar  Hursing  cara  in> 

Joint  Ccaad-ssion  on  Accreditation  of  Haalthcare  organisations  (1990). 
Accraditatton  lanu.i,  for  hospitals.  1991t  vol.  II.  scoring  Cui< 
Chicago,  Illinois:  Author. 


5.  Evidence  of  Cosiplianca: 


•Tha  asterisked  item  are  key  factors  in  tha  accreditation  dacision  process,  scores 
of  3,4  or  5  require  racoasMndations  to  mat  criteria  on  reverse. 
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1 

standard 

critaria 

Procass 

Score 

sc. 4. 1.1* 

A  sufficiant  nuabar  of  ragistarad 
nursas  nust  ba  avallabla  to 
prascriba,  dalagata,  and 
coordinata  nursing  cara  throughout 
tha  hospital. 

Tha  nursa  staffing  plan 
providas  for  a  sufficiant 
nuabar  of  ragistarad  nursas  to 
carry  out  at  laast  tha  following 

3  activitlas: 

1.  Proscription  of  nursing  cara 
for  patiants  basad  on 

a.  Assasaaant  data  and  othar 
rolavant  inforaation. 

b.  Idantifiad  nursing 
diagnosas,  naads,  problaas. 

c.  Appropriato  nursing  intar- 
vantions . 

d.  Patiant's  rasponsa  to 
nursing  intarvantions . 

2.  Dalagation  of  nursing 
activitlas  to  appropriato 
nursing  staff  aoabars  and  tha 
ragistarad  nursa 's  avaluation 
of  tha  staff  Boabars  quail- 
fieations  and  ccsqiatanca  to 
safaly/affactivaly  carry  out 
tha  dolagatad  rasponsibllitias 
and  to  provida  tiMly  and 
adaquata  suparvlsion  as 
roquirad . 

3.  Coordination  of  both  tha 
nursing  cara  providod  to 
patiants  and  tha  nursing  cara 
providad  in  conjunction  with 
tharapias  diractad  by  othar 
disciplinas . 

1.  MSN 

2.  Raviaw  of  docuaantation 
that  idantlfios  thoso  araas 
in  tha  hospital  idiara 
nursing  cara  is  providad  to 
patiants  and  patiant 
populations  sarvad  in  those 
araas. 

Bcora  Codat  Scoring  guidolinoa  for  thoso  standards /raquirad  charactsristics  stay  bo 
found  undar  Hursing  cara  int 

Joint  coasBission  on  Accraditation  of  Baalthcara  Organizations  (1990). 
Accraditation  annual  for  hospitals,  1991:  Vol.  II.  scoring  ouidalinas. 
Chicago,  Illinois:  Author. 


S.  Kvidanca  of  Ccapllanca: 


»Tha  astariskad  itans  ara  kay  factors  in  tha  accraditation  dacision  procass. 
}f  3,4  or  5  raquira  racossMndatlons  to  Baat  critaria  on  ravarsa. 


Scoras 


Quality 

St 


1 

standard 

2 

Critaria 

3 

Procass 

4 

Score 

MC.4.1.2« 

Tha  astablishad  nursing  standards 
of  patiant  cara  and  nursing 
practica  ara  usad  in  tha  monitor¬ 
ing  and  avaluation  procass  of  tha 
nursing  dapartmant,  sarvica  or 
araa.  Tha  outccaws  of  this 
procass  should  damonstrata  that 
tha  saiw  laval  of  nursing  cara 
was  providad  to  patiants  with 
tha  sam  nursing  cara  naads  in 
tha  hospital. 

1.  NSM 

2.  Raviaw  of  tha  nursing 
standards  of  cara  to  assure 
that  coa^arabla  patient 
populations  have  received 
tha  saaw  laval  of  cara. 

3.  Raviaw  of  ziinutes,  reports, 
or  tha  hospital's  quality 
assurance  plan  that 
evidence  tha  procass  used 
to  identify  important 
aspects  of  cara  and 
in^cator  selection. 

Scora  Codat  scoring  guidallnaa  for  thasa  standards/raqulrad  charactarlatics  may  ba 
found  undar  Huralng  Cara  Int 

Joint  Commission  on  Accraditation  of  Baalthcara  Organizations  (1990). 
Accraditation  manual  for  hospitals.  1991 t  vol.  ii.  scoring  Guidalines. 
Chicago,  Illinois:  Author. 


5.  Evidanca  of  Caag>lianca: 


•Tha  astariskad  Itams  ara  kay  factors  in  tha  accraditation  dacision  procass. 
of  3,4  or  5  raquira  racoamiandatlons  to  maat  critarla  on  ravarsa. 


scoras 
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1 

Standard 

NC.4.2* 


NC.4.2.1 

MC.4.2.1.1 

MC.4.2.1.2 


NC.4.2. 2 


NC.4.2. 2.1 


2 

Criteria 


The  hospital's  budget  review 
process  includes  review  of  the 
appropriateness  of  the  hospital's 
plan  for  providing  nursing  care 
to  neet  patient  needs. 

This  review  includes: 

Actual  staffing  patterns  analysis 
with  special  attention  to  patterns 
or  trends . 

Inforsiation  from  quality  assurance 
risk  management,  utilization 
review  and  other  hospltalwide 
activities  that  relate  to  the 
plan  for  nursing  staffing. 

Resource  allocaticn  (financial 
and  other)  is  reviewed  to 
detersiine  the  appropriateness, 
efficiency  and  effectiveness  cf 
the  nursing  care  provided. 

The  allocation  of  financial  and 
other  resources  is  designed  to 
allow  the  nursing  staff  to 
pursue  activities  designed  to 
promote  innovation  and/or  izqirove- 
mant  in  the  provision  of  nursing 
care. 

DocuBMntatlon  indicates  that  as 
part  of  the  budget  review 
process,  as  outlined  in  the 
hospital's  budget  calendar,  the 
following  6  factors  are  included: 

1.  Identified  patient  require¬ 
ments  for  nursing  care  and 
the  effectiveness  of  the 
hospital's  plan  for  nurse 
staffing. 

2.  The  hospital's  ability  to 
attract  and  retain  the  numbers 
and  types  of  nursing  personnel 
required  in  the  nurse  staff¬ 
ing  plan. 

3.  Data  from  ongoing  staffing 
variance  reports  that  indicate 
the  plan's  adequacy /inadequacy 
to  meet  patient  requirements 
for  nursing  care,  with  special 
attention  to  patterns  or 
trends . 

4.  Information  from  quality 
assurance,  risk  management, 
utilization  review  and  other 
activities  that  relate  to  the 


3 

Process 


The  following  apply  for 
required  characteristics 
NC.4.1,  NC.4.1.1  and  NC.4.2 
through  NC.4.2. 2.1 


1.  NSM  _ 

2 .  Review  of docusMntation 
which  demonstrates  that  the 
hospital's  plan  for  the 
provision  of  nursing  care 
was  considered  as  part  of 
the  budget  review  process. 

3.  Review  of  job  descriptions, 
policies ,  procedures , 
privileges ,  contracts ,  etc . 
which  identify  RN 
responsibility  and  account¬ 
ability  for  nursing  care. 


4 

Score 


Quality 
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nuraa  staffing  plan. 

5.  Nhathar  tha  nursing  cars 
dalivarad  to  patiants  with  tha 
sam  nursing  cars  naads  is 
diractad  by  dafinad  nursing 
standards  of  patiant  cara  and 
standards  of  nursing  practica 
that  ara  consistant  bat%raan 
units,  araas,  or  dapartsiants 
of  tha  hospital. 

6.  Tha  nursing  staff  ability  to 
pursua  aetivitias  dasignad 
to  proBota  innovation  and/or 
ifl^rovasiant  in  tha  provision  of 
nursing  cara. 


Scora  Coda:  Scoring  guidallnas  for  thasa  standards /raquirad  charactaristics  may  ba 
found  undar  Hursing  Cara  in: 

Joint  CoBBAission  on  Accraditation  of  Baalthcara  Organisations  (1990). 
Accraditation  manual  for  hospitals.  1991:  Vol.II.  scoring  cuidalinas. 
Chicago,  Illinois:  Author. 


5.  Bvldanca  of  Co8g>lianca: 


•Tha  astariskad  itma  ara  kay  factors  in  tha  accraditation  dacision  procass.  Scoras 
of  3,4  or  S  raquira  raccBMndatlons  to  maat  critaria  on  ravarsa. 


J 


Quality 
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1 

2 

3 

1  ^ 

tandard  ■ 

Criteria 

1  Process 

Score 

Th«  nur««  axacutive  and  other 
nursing  loaders  participate  with 
leaders  fron  the  governing  body, 
Bianagesient,  awdical  staff  and 
other  clinical  areas  in  the 
hospital  docision-Biaking  struc¬ 
tures  and  processes. 

The  nurse  executive  has  the 
authority  to  assure  the  following 
foiir  functions  are  addressed  t 

1.  Participation  in  developing 
hospitalwide  patient  care 
prograsis,  policies  and 
procedures  describing  how  the 
nursing  care  needs  of  patients/ 
patient  populations  receiving 
nursing  care  are  assessed, 
evaluated  and  siet. 

2.  Pairticipation  in  developing  and 
inplesMnting  the  hospital's 
plan  for  provision  of  nursing 
care. 

3.  Participation  with  other 
governance,  aanagerial,  and 
medical  staff  and  other 
clinical  leaders  in  the 
decision-staking  structures  and 
processes  of  the  hospital. 

4.  Responsibility  for  the 
is^lesMntation  of  an  effective 
and  ongoing  program  to  monitor, 
evaluate,  and  i^rove  the 
quality  and  appropriateness  of 
nursing  care  delivered  to 
patients  of  the  hospital. 

Nursing  services  are  directed  by  a 
nurse  executive  who  is  a 
registered  nurse  qualified  by 
advanced  education  and  stanagesiont 
experience  (knowledge  and  skills 
normally  associated  with  master's 
degree) . 

-  Nursing  executive  must  hold 
e\urrent  licensure.  Factors  to 
be  considered  in  the  appointment 
of  the  nurse  executive  include < 

1.  Bducational  requireiMnts  of 
position. 

2.  Scope  and  caaq>lexity  of 
organisation  and  scope  of 
authority  and  responsibility. 

3.  Scope  and  ccsqplexlty  of  nursing 
care  needs  of  the  patients 
served  by  the  hospital. 

4 .  Educational /ej^r lent ial 
requiresMnts  for  leadership 


NSM  _ 

Review  of  the  contract, 
job/position  description, 
agreement  of  B>emorandum(a) 
which  documents  that  the 
nurse  executive  has  the 
authority  to  assure  that 
these  four  functions  are 
addressed. 


NSM  _ 

Review  of the  contract, 
job/position  description, 
agreeswnt  or  memorandum(a) 
that  evidences  that  these 
six  factors  were  considered 
in  the  appointment  of  the 
nurse  executive. 


Quality 
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paars. 

5.  Availability  of  nuraing 
support  staff  and  sarvicas. 

6.  ^plicabla  fadaral,  stata  and 
local  laws/ragulations  that 
is^act  on  tha  acadasiic  or 
axperiantial  raquirasients . 

ora  codat  Scoring  guidalinas  for  thase  standards /requirad  characteristics  may  be 

found  under  Nursing  Cara  in: 

Joint  Commission  on  Accreditation  of  Haalthcara  Organizations  (1990). 

Accreditation  manual  for  hospitals.  1991:  Vol.  ll.  Scoring  Guidelines. 

Chicago,  Illinois:  Author. 

Evidence  of  Coiiq>liance : 


ha  asterisked  itasis  are  key  factors  in  tha  accreditation  decision  process.  Scores 
3,4  or  5  require  racosaiandations  to  meat  criteria  on  reverse. 


Quality 
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1 

standard 

2 

criteria 

3 

Process 

4 

Score 

HC.5.1.1* 

in  the  event  that  a  hospital  uses 
a  decentralized  organizational 
nodal,  there  is  a  designated 
nurse  leader  at  the  executive 
level . 

The  nurse  executive  has  the 
authority  to  assure  the  following 
four  functions  are  addressed: 

1.  Participation  in  developing 
hospitalwide  patient  care 
and  programs,  policies  and 
procedures  describing  how  the 
nursing  care  needs  of  patients/ 
patient  populations  receiving 
nursing  care  are  assessed, 
evaluated  and  met. 

2.  Participation  in  developing  and 
is^lementing  the  hospital's 
plan  for  provision  of  nursing 
care. 

3.  Participation  with  other 
governance,  zianagerlal,  and 
Biedical  staff  and  other 
clinical  leaders  in  the 
decision^siaJclng  structures  and 
processes  of  the  hospital. 

4.  Responsibility  for  the 
iz^lementation  of  an  effective 
and  ongoing  program  to  monitor 
evaluate,  and  i^rove  the 
quality  and  appropriateness  of 
nursing  care  delivered  to 
patients  of  the  hospital. 

Factors  to  be  considered  in  the 
appointsmnt  of  the  nurse  executive 
include : 

1.  Educational  requirements  of 
position. 

2.  Scope  and  complexity  of 
organization  and  scope  of 
authority  and  responsibility. 

3.  Scope  and  complexity  of  nursing 
care  needs  of  the  patients 
served  by  the  hospital. 

4.  Educational /experiential 
requirements  for  leadership 
peers. 

5.  Availability  of  nursing  support 
staff  and  services. 

6.  i^plicable  federal,  state  and 
local  laws /regulations  that 
impact  on  the  academic  or 
experiential  requirements. 

1.  HSM 

2.  Review  of  hospital 
organizational  structure/ 
plan  to  determine  if  all 
clinical  and  managerial 
activities  are  functionally 
or  structurally  decentral¬ 
ized. 

3.  Review  of  bylaws,  articles, 
policies  and  procedures  or 
siinutes  for  dMumentation 
of  the  defined  mechanism 
and  evidence  that  the  four 
factors  mre  considered  in 
the  appointment  of  the 
appropriately  prepared 
registered  nurses. 

4.  Review  of  reports  or  min¬ 
utes  from  defined  or 
established  meetings  of  the 
hospital  leadership  for 
evidence  of  one  appro¬ 
priately  prep£ured  register¬ 
ed  nurse  speaking  on  behalf 
of  nursing  and  that  this 
individual  has  a  voice  at 
these  fonuns. 

Quality 
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Score  Code:  scoring  guidelines  for  these  standards /required  characteristics  nay  be 
found  under  Nursing  care  in: 

Joint  Conmission  on  Accreditation  of  Healthcare  Organizations  (1990). 
Accreditation  manual  for  hospitals.  1991:  Vol.  II.  scoring  Guidelines. 
Chicago,  Illinois:  Author. 


Evidence  of  Conqiliance: 


•The  asteris]ced  itesis  are  key  factors  in  the  accreditation  decision  process.  Scores 
of  3,4  or  5  require  recommendations  to  meet  criteria  on  reverse. 


Quality 
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1 

tandard 


2 

Criteria 


[C.S.1.2* 


If  the  organization  is  part  of  a  1. 
multi-hospital  system,  the  nurse 
executive  must  participate  at  the  2. 
system's  corporate  level  when 
policy  decisions  are  made  that 
affect  patient  care  services.  The 
mechanism  ea^loyed  by  the  system 
to  accon^lish  this  is  system 
specific. 

3  elements  must  be  addressed 
regarding  this  mechanism. 

1.  The  scope  and  degree  of 
involvement  including  the 
authority  and  responsibility  of 
the  nurse  executive  in  policy 
decisions  that  affect  patient 
care  services. 


3 

Process 


4 

Score 


NSM  _  (or  Hospital 

Policy) . 

Review  of  the  hospital's 
system's  organizational 
plan,  contract,  written 
agreement  or  job 
description,  that  describes 
or  defines  the  authority 
and  responsibility  of  the 
nurse  executive. 


1C. 5. 1.2.1 


2.  The  means  to  be  used  to  include 
information  generated  from  such 
participation  in  activities  and 
other  mechanisms  designed  to 
isqprove  the  nursing  care 
provided  to  patients  in  the 
hospital;  and 

3.  The  process  for  resolving 
conflicts  in  opinion  when  the 
nurse  executives  demonstrates 
that  policy  decisions  could 
potentially  neoatively  affect 
patient  care  services. 


1.  NSM  _  (or  Hospital 

Policy) . 

2.  Review  of  letters, 
memoranda,  minutes  or 
reports  that  outline  the 
mechanism  used  by  the 
siulti -hospital  system  that 
evidences  participation  in 
corporate  level  policy 
decisions  that  affect 
patient  care  services. 


fC. 5. 1.2.2 


The  mechanism(s) 
%rriting . 


is/ 


are  defined  in 


1. 


NSM  _ 

Policy) . 


(or  Hospital 


core  Code:  Scoring  guidelines  for  these  standards/required  characteristics  may  be 
found  under  Nursing  Care  in: 

Joint  Cosmiisaion  on  Accreditation  of  Healthcare  organizations  (1990). 
Accreditation  manual  for  hospitals.  1991:  Vol.  ll.  scoring  Guidelines. 
Chicago,  Illinois:  Author. 


.  Evidence  of  Compliance: 


The  asteris]ced  itezis  are  key  factors  in  the  accreditation  decision  process 
f  3,4  or  5  require  recommendations  to  meet  criteria  on  reverse. 


scores 


Quality 
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12  3  4 

Standard  Criteria  Procasa  Score 

tic.5.2*  The  nurse  executive  (or  a  1.  Bospital  Policy _ 

and  designee)  must  have  a  voice  when  2.  Review  of  silnutes,  reports 

NC.5.2.2*  decisions  are  made  or  reviewed  or  memoranda  that  document 

that  influence  the  provision  of  the  scope  and  degree  of 

care  to  patients.  The  nurse  involvasient  of  the  nurse 

executive  participates  in  meetings  executive  in  the 
forums  or  other  activities  where  development  of  the  nursing 

discussion  or  action  focuses  on  budget, 

the  development  or  review  of  the 
following  5  elements t 

1.  the  hospital  mission 

2 .  strategic  plans 

3.  the  budget  and  resource 
allocation 

4 .  operational  plans 

5.  policies 


5.  Evidence  of  compliance: 


*The  asterisked  items  are  key  factors  in  the  accreditation  decision  process,  scores 
3f  3,4  or  5  require  recomnendations  to  meet  criteria  on  reverse. 


Quality 
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flC.5.2.1* 


Tha  nurse  executive,  assisted  1.  Hospital  Policy 

by  other  nursing  leaders  and  2.  Review  of  the  nursing 

hospital  personnel,  develops  a  budget,  budget  calendeu:, 

budget  for  each  nursing  unit,  reports,  siinutes  or  other 

area,  or  department.  The  appropriate  records  for 

following  6  factors  should  be  evidence  that  the  six 

considered  when  developing  the  factors  discussed  in  the 

nursing  budget t  intent  statements  %rare 

1.  The  assumptions  upon  tdiich  the  considered, 

nursing  budget  is  built  (i.e. 

projections  concerning  opening 
a  new  unit  or  closing  beds). 

2.  The  establishment  of  a  budget 
calendar  for  the  preparation 
and  presentation  for  approval 
of  the  nursing  budget. 

3.  Which  cursing  leaders  are 
involved,  and  their  level  of 
involvement . 

4.  Use  of  applicable  data  and 
information  from  the  ongoing 
review  of  the  system  is  used 
to  address  the  adequacy  of 
the  allocation  of  fiscal 
resources  for  the  provision 
of  nursing  care  to  patients, 

(i.e.  staffing  variance  for 
previous  year,  risk  management 
and  Qh/QI  results,  census 
data  reports ) . 

5.  Use  of  applicable  information 
from  the  hospital's  strategic 
planning  process  that  indicates 
any  need  to  refine  the  fiscal 
resources  allocated  for 
providing  nursing  care. 

6.  The  process  that  will  be  used 
to  monitor  the  performance  of 
the  unit/area/departsient  in 
relationship  to  the  approved 
budget  including  the  methods 
of  Bionitoring  and  acting  upon 
identified  defined  variance. 


{core  Code:  Scoring  guidelines  for  these  standards /required  characteristics  may  be 
found  under  Nursing  Care  in: 

Joint  Comoiission  on  Accreditation  of  Healthcare  Organizations  (1990). 
Accreditation  manual  for  hospitals.  1991:  vol.  ll.  Scoring  guidelines. 
Chicago,  Illinois:  Author. 


S.  Evidence  of  Cosqpllance: 


>The  asterisked  items  are  key  factors  in  the  accreditation  decision  process.  Scores 
>f  3,4  or  5  require  recosnnendations  to  meet  criteria  on  reverse. 
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1  2 
tandard  crltaria 

C.5.3*  Huraing  laadara  particlpata  with  1. 

othar  hoapltal  laadara  In  planning, 
promoting  and  conducting  hoapltal-  2. 
wlda  quality  monitoring  and 
laqprovamant  actlvltlaa. 


3  4 

Procaaa  Scora 

Boapltal  Policy  _ 

MSM  _ 

Ravlhw  oi tha  QZ/Qh  plem 
and  othar  plana /raporta/ 

Btamoranda  for  avidanca 
of  a  daflnad  aiachanlam  for 
tha  nuraa  axacutlva  and 
othar  nuralng  laadara  to 
petrtlclpata  and  Intaract 
with  othar  hoapltal  laadara 
In  actlvltlaa  daalgnad 
to  prcoota  or  la^rova  tha 
quality  of  patlant  cara. 


Bora  Coda:  scoring  guldalinaa  for  thaaa  atandarda/raqulrad  charactarlatlca  may  be 
found  under  Muralng  cara  In: 

Joint  coBonlaalon  on  Accreditation  of  Healthcare  Organlzatlona  (1990). 


Chicago,  Zlllnola:  Author. 


.  Bvldanca  of  conq>llancat 


rha  aatarlakad  itama  are  )cay  factora  In  tha  accreditation  daclalon  procaaa.  scoraa 
I  3,4  or  5  require  raccaanandatlona  to  meat  criteria  on  ravaraa. 
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[C.5.3.1*  Ragistarad  nursaa  avaluata  1.  M8M  _ 

nursing  practica  to  iaqprova  2.  Raviaw  of  tha  hospital's 

tha  quality,  appropriatanaas  Oh/Ql  plsn  for  a 

and  afficiancy  of  patiant  cara.  daseription  of  tha  role  and 

function  of  tha  nurse 
asacutiva  and  other  nursing 
leaders  in  assuring  that 
tha  plan  is  ia^lanantad 
and  that  infomation  is 
acted  upon. 


tcora  Coda:  Scoring  guidelines  for  these  standards/raquirad  characteristics  may  be 
found  under  nursing  Cara  int 

Joint  coaBBisaion  on  Accreditation  of  Healthcare  Organizations  (1990). 


Chicago,  Illinois:  Author. 


^ i f L*  ^  »T-I  ! 


i.  Bvidenca  of  Conqpliancat 


Tha  asterisked  itaais  are  key  factors  in  tha  accreditation  decision  process,  scores 
f  3,4  or  5  require  racaaoBandations  to  neat  criteria  on  ravarsa. 
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:.5.3.2*  Tha  nurse  executive  nust  actively 
participate  in  the  development 
and  is^lementation  of  the 
mechanisms  that  support,  foster 
and  encourage  collaboration 
between  and  among  the  members  of 
the  interdisciplinary  health  care 
team. 


1.  NSM 

Bospital  Policy 

2.  Review  of  siinutes,  plans, 
reports  or  documentation 
in  siedical  records,  when 
appropriate,  for  evidence 
of  the  use  of  the 
collaborative,  inter¬ 
disciplinary  process  for 
the  planning,  delivery  and 
tha  monitoring  and  evalua¬ 
tion  of  patient  care. 


.  Evidence  of  Compliance! 


rhe  asterisked  items  are  key  factors  in  the  accreditation  decision  process,  scores 
C  3,  4  or  5  require  recommendations  to  meet  criteria  on  reverse. 
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1  1 

2 

1  3 

4 

standard 

Criteria 

Process 

Score 

1C. 5. 4*  Tha  nurse  executive  and  other  Con^liance  to  required  char- 

nursing  leaders  are  responsible  acterlstlcs  NC.5.4  through 
for  the  developoent,  Inplesienta-  NC.5.4. 2  determined  by: 
tlon  and  evaluation  of  programs  1.  NSM 

which  promote  the  recruitment.  Hospital  Policy _  or 

retention,  development  and  Program  title  _ 

continuing  education  of  nursing  2.  Review  of  docusients  that 
staff  BMSibers.  Tha  following  6  evidence  at  least  one 

factors  need  to  be  considered  by  progru  was  developed  to 

the  nurse  executive  and  other  promote  these  activities, 

nursing  leaders  In  developing  3.  Review  of  written  plans, 

prograsis  that  prosiota  the  silnutes  or  reports  that 

recruitment,  retention,  develop-  document  consideration  of 

Slant  and  continuing  education  of  the  six  factors  listed  In 

nursing  staff  members:  the  development, 

1.  Tha  hospital's  silsslon.  Implementation  and  evalua- 

2.  The  case  silx  of  patients  tlon  of  the  program(s). 

served  by  the  hospital  and  4.  Review  of  a  plan  or  report 

the  degree  and  ccsqilexlty  of  that  outlines  the  Biethod(s) 

nursing  care  required  by  these  for  promoting  the  aduca- 

patlants  and  their  significant  tlonal  and  advancasiant 

other (s).  goals  of  the  nursing  staff. 

3.  The  technology  esqiloyed  In  the  5.  Review  of  records,  reports 

care  of  patients.  or  sdnutes  for  evidence 

4.  The  expectations  of  the  that  the  mechanism  was 

hospital,  medical  staff  and  developed  by  the  nurse 

patients  and  their  significant  executive  In  collaboration 

other (s)  for  the  type  and  with  hospital  leadership 

degree  of  nursing  care  provided.  and  that  the  plan  was 

5.  The  stated,  felt,  or  otherwise  li^lemented. 

Identified  learning  needs  of 

nursing  staff  siembers. 

6.  Those  Issues  Identified  or 
stated  by  nursing  staff 
BMBibers  that  Influence  their 
decision  to  continue  es^loysient 
with  the  hospital. 

1C. 5. 4.1  The  nurse  executive  and  other 

nursing  leaders  participate  In 
developing  and  Implementing 
SMchanlsBis  which  recognize  the 
expertise  and  perfonsance  of 
nursing  staff  members  Involved  In 
patient  care. 
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;.5.4. 


2 


Tba  nuraa  axacutive,  in 
collaboration  with  other  hospital/ 
nursing  leaders  develop  and 
inclement  mechanisms  for  promot¬ 
ing  the  educational  and  advance- 
SMnt  goals  of  staff  siambers. 


sore  Code:  Scoring  guidelines  for  these  standards /required  characteristics  may  be 
found  under  Hursing  Care  in: 

Joint  Commission  on  Accreditation  of  Healthcare  organizations  (1990). 
Accreditation  manual  for  hospitals.  1991:  vol.  ii.  Scoring  Guidelines. 
Chicago,  Illinois:  Author. 


Evidence  of  compliance: 


'he  asterisked  items  are  key  factors  in  the  accreditation  decision  process.  Scores 
!  3,  4  or  5  require  reccssaendations  to  meet  criteria  on  reverse. 
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1 

standard 

2 

Critaria 

3 

Procass 

Score 

rc.5.5* 

Tha  nursa  azacutiva  (or  dasignaa) 
is  rasponsibla  for  ia^roving  tha 
quality  of  tha  products  or 
sarvicas  of  tha  staff  and 
ioplaaianting  SMthods  that  incraasa 
thair  afficiancy  and  productivity 
whila  supporting  patiant  cara 
naads . 

1.  NSM 

Hospital  Policy 

2.  Raviav  of  contracts, 
raports,  racords,  or 
siinutas  that  avidanca  tha 
nursa  azacutiva 's 
participation  in  tha  listed 
activities . 

tc.5.5.1 

Tha  usa  of  afficiant  intaractiva 
infomation  nanagasiant  systans 
for  nursing,  othar  clinical,  and 
nonclinical  infoniatlon  is 
facilitatad  whanavar  appropriata. 

Tha  nursa  azacutiva  Bust 

participata  in  tha  following: 

1.  Evaluation  of  haalth  cara 
tachnology  and/or  infomation 
aanaganant  aystasia. 

2.  salaction  of  haalth  cara 
tachnology  and/or  inforaation 
Banagaaant  systaas  basad  on 
such  avaluation. 

3.  Xntagration  of  haalth  cara 
tachnology  and/or  inforaation 
aanagaMnt  systaas  in  nursing 
cara  units,  araas  or 
dapartaants . 

icora  coda:  Scoring  guidalinaa  for  thasa  standards /raquirad  charactaristics  swy  ba 
found  undar  Nursing  Cara  in: 

Joint  CoBoaission  on  Accraditation  of  Baaltbcara  Organisations  (1990). 
Accradiftion  Manual  for  hospitals.  1991:  vol.  II.  scoring  Guidalinas. 
Chicago,  Illinois:  Author. 


Xvidanca  of  Cca^lianca: 


Tha  astariskad  itaais  ara  kay  factors  in  tha  accraditation  dacision  procass.  scoras 
if  3,  4  or  5  raquira  racosnandations  to  naat  critaria  on  ravarsa. 
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1 

tandard 

2 

Criteria 

3 

Process 

4 

Score 

;.5.6* 

Collaboration/comninication 
between  appropriate  nurse  leaders 
and  nurse  educators  oust  be 
established  «d:en  a  hospital 
provides  clinical  facilities  for 
nursing  education  prograas. 

Evidence  of  this  collaboration/ 
cossnunication  could  be  evidenced 
by  one  or  nore  of  these 
activities  t 

1.  Joint  appointaients  betiieen 
the  hospital  and  school  of 
nursing  or  qualified  registered 
nurses  who  neat  acadesiic  and 
experience  requiresiants . 

2.  Routine,  scheduled  sieetinga 
between  hospital  nursing 
staff  aanbers  and  the  school 
of  nursing  faculty  with 
docuBieated  collaboration. 

3.  At  least  one  annual  neeting  la 
held  between  the  dean/ 
director,  or  a  designee  of 
the  education  prograa  or 
school  of  nursing  and  the 
nurse  executive,  or  a  designee 
in  %diieh  they  discuss  the 
clinical  and/or  sianagerlal 
learning  experiences 
available  to  students  and 

any  opportunities  to  isqprove 
the  nursing  care  provided  to 
patients  that  has  been 
identified  by  the  faculty. 

1.  NSM  and/or 

Bospltal  Policy 

2.  Review  of  contracts  with 
nursing  schools,  records, 
reports,  siinutas  or 
Bea»ran^  for  evidence 
of  this  collaboration. 

;ora  Codat  Scoring  guidallnas  for  tbasa  standards /roqulrad  charactaristics  stay  ba 
found  undar  War sing  Cara  Int 

Joint  cosnission  on  Accraditation  of  Haaltbcara  Organizations  (1990). 
Accraditation  wanual  for  hospitals.  199 It  vol.  II.  scoring  Guidelines. 
Chicago,  Illinois:  Author. 


Bvidanca  of  Coaiplianca: 


rha  astarlskad  itasis  ara  )cay  factors  in  the  accreditation  decision  process,  scores 
f  3,  4  or  5  require  raccasBandations  to  neat  criteria  on  ravarsa. 
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1 

uadard 


crltarla 


As  part  of  tha  hospital's  quality 
assuranea  progran,  tha  quality  and 
appropriatanass  of  patlant  cara 
provldad  by  all  iwinbara  of  tha 
nursing  staff  ara  sionltorad  and 
avaluatad  In  accordanca  with 
Standard  qa.3  and  Raqulrad 
charactarlatlcs  QA.3.1  through 
OA.3.2.8. 

Your  plan  (If  avallabla)  should 
raflact  an  ongoing,  plannad, 
systaiiatle,  nonltorlng  procasa. 

A  seopa  of  sarvlea  atatasiant 
should  ba  provldad.  zdantlflad 
patlant  groups  sarvad  by  sarvlca/ 
unit /division  should  ba  shown. 


Tha  nursa  axacutlva  Is  rasponsl- 
bla  for  Isgtlanontlng  tha  nonltor- 
Ing  and  avaluatlon  procass. 


Nursing  staff  nasdiars  partlclpata 
In  I 


Tha  idantlflcatlon  of  tha 
laportant  aspacts  of  cara  for 
aach  patlant  cara  unit  (high 
voluM,  high  risk  or  problasi  prona 


araas ) 


Tha  Idantlflcatlon  of  tha  indica¬ 
tors  usad  to  Monitor  tha  quality 
and  appropriatanass  of  tha  !■- 
portant  aspacts  of  cara  and 


3 

Procass 


Ccapllanca  with  NC.6  and  Its 

Raqulrad  Charactarlatlcs  and 

Standard  qa.3  and  Its 

Raqulrad  Charactarlatlcs 

datamlnad  bys 

1.  Ravlaw  of  wrlttan  plan, 
notas  or  silnutas  that: 

a.  Dascrlbas  tha  monitor¬ 
ing  and  avaluatlon 
actlvltlas  Including 
tha  dapartmant,  araa  or 
sarvlca. 

b.  Bvidanca  tha  laiplamanta- 
tlon  and  ongoing 
monitoring  and  avalua- 
tion  actlvltlas. 

c.  Bvidanca  that  actions 
ara  takan  idtan  oppor- 
tunltlas  for  Isprova- 
mant  or  problams  ara 
Idantlfiad. 

2.  Ravlaw  of  raports  that 
docusMnt  tha  findings  and 
conclusions  pertaining  to 
tha  quality  and  appro¬ 
priatanass  of  nursing  cara. 

3.  HSN  and/or 

Hospitar~^licy  _ 

1.  NSN 

2.  Tbara  Is  avidanca  of  tha 
nursa  axacutlva's  rasponsl- 
blllty. 

1.  NSN  _ 

2.  Bvidanca  of  nursing  staff 
masdsars  participation. 

1.  NSN  _ 

2.  At  laast  i  Isqportant 
aspacts  of  cara  for 
patlant  population  groups 
sarvad  should  ba 
Identified. 

1.  NSN 

2.  At  least  i  Indicators 
for  isiportant  aspacts 
of  cara. 


4 

Score 


Tha  avaluatlon  of  tha  quality  and 
appropriatanass  of  cara. 


Quality 

76 


.6.2*  Whan  an  outside  80urce(8)  provide8 
nur8ing  8ervice8,tba  nur8e 
executive  or  the  chief  executive 
officer  in  the  abaence  of  the 
nurae  executive  ia  reaponaible  for 
iatplementing  the  monitoring  and 
evaluation  proceaa. 

>re  Code:  The  acoring  of  theae  atandarda  ia  determined  by  aaaeaaing  the  atandarda 
that  addreaa  the  proceaa  for  monitoring  and  evaluating  the  quality  and 
appropriateneaa  of  patient  care. 

Evidence  of  compliance: 


1.  KSM  and/or 

Boapital  Policy  _ 

2.  Evidence  of  nurae 
executive 'a  or  CEO 'a 
reaponaibility . 


le  aateriaked  iteaia  are  key  factora  in  the  accreditation  deciaion  proceaa.  scorea 
3,  4  or  5  require  reccamendationa  to  meet  criteria  on  reverae. 
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1992  Revision  o£  1991  Nursing  Care  Standards 

of  significant  importance  is  the  deletion  of  NC.6  (Quality 
Assurance)  in  the  1992  AMB  publication.  Therefore  the  1992  AMH  includes 
five  NC  standards.  Those  Nursing  Care  standards  concerned  with  M&E  were 
moved  from  the  "Nursing  Care"  chapter  to  the  "Quality  Assessment  and 
Improvement"  chapter  of  the  1992  accreditation  oumual  (JCABO,  1991a). 

M&E  will  be  discussed  next  in  this  chapter.  In  keeping  with  the  Agenda 
for  Change  initiatives,  the  1992  Accreditation  Manual  for  Hospitals  has 
renamed  the  "Quality  Assurance"  chapter  "Quality  Assessment  and 
improvement"  and  includes  revisions  amd  additions  to  the  1991  standards 
(JCABO,  1991a) .  The  five  remaining  NC  standards  have  little  if  any 
revisions  from  the  1991  to  the  1992  AMB  editions  and  thus  the  SIR  can 
still  be  used  with  minimal  revisions  for  its  intended  purpose  for  these 
five  standards.  However,  Nursing  Service  will  need  to  develop  a  self 
assessment  program  to  assure  compliance  with  any  applicable  1992 
standards  from  the  "Quality  Assessment  and  Improvement"  chapter  (as  well 
as  other  standards  throughout  the  AMB ) . 
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Monitoring  and  Evaluation  (M&E)  Process 

The  majority  of  quality  assurance  activities  mandated  by  the  JCABO 
are  performed  using  the  monitoring  and  evaluation  process.  The  1992  amh 
still  requires  the  quality  of  patient  care  in  all  patient  care  services 
to  be  monitored  and  evaluated.  According  to  JCABO  (1991a),  the  intent 
of  revising  the  M&E  standards  is  to  help  hospitals  overcome  the 
following  weaknesses  of  current  QA  practice: 

-  frequently  focusing  on  the  clinical  aspects  of  care  instead  of  the 
interrelated  processes  (governance,  management,  support  and  clinical) 
affecting  patient  outcomes; 

>  frequently  separating  QA  activities  into  departments  or  disciplines 
instead  of  having  the  flow  of  patient  care  determine  the  organization 
of  Ql  activities,  which  may  often  involve  interrelated  processes  among 
different  departments  and  disciplines; 

-  frequently  focusing  on  individual  performance,  mainly  on  problem 
performance,  instead  of  on  bow  well  processes  are  performed, 
integrated  and  coordinated  and  ways  the  processes  can  be  iiiq>roved; 

-  frec[uently  taking  action  only  if  a  problem  is  identified  instead  of 
looking  for  better  ways  to  perform  processes;  and 

-  separating  the  appropriateness  ("was  the  right  thing  done?”)  and  the 
effectiveness  ("Was  it  done  right?")  of  care  from  the  efficiency  of 
care,  rather  than  integrating  efforts  to  improve  patient  outcomes  with 
those  to  iaprove  efficiency  (that  is,  iiiq>roving  value)  (JCABO,  1991a, 
p.  138). 

The  intent  of  revising  the  M&E  standards  is  to  change  the  focus  of 
quality  assessiuent  and  improvement  activities  away  from  a  spet^ific 
discipline  or  departmental  approach,  and  away  from  a  focus  of  direct 
care  and  problem  and  individual  orientation  (JCABO,  1991a).  Rather  the 
revised  approach  is  intended  co  reflect  the  following  principles: 


J 
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>  Patient  care  quality  can  be  inproved  by  aeaeeeing  and  improving 
proceseee  affecting  patient  outccmea.  Governance,  clinical, 
managerial  and  support  processes  should  be  considered. 

-  Some  processes  are  carried  out  by  members  of  governance,  management, 
clinical  areas,  or  support  areas  while  some  processes  are  performed 
jointly  by  one  or  more  groups. 

-  Xrregardless  of  who  performs  the  process,  the  processes  need  to  be 
coordinated  and  integrated  with  attention  from  hospital  leadership. 

-  A  hospital's  primary  goal  should  be  to  assist  everyone  in  improving 
the  processes  in  which  they  are  involved.  The  majority  of  staff 
(governance,  sianagerial,  clinical  and  support)  are  competent  and 
motivated  to  perform  the  processes.  More  frequent  than  errors  and 
Biiatakea  are  the  opportunities  for  is^roving  processes.  I]iq>roving 
processes  equates  to  isqtrovlng  patient  outcoms  (JCAHO,  1991a) . 

Noteworthy  is  the  deletion  of  the  words  "and  appropriateness”  from 
the  phrase  "monitoring  and  evaluation  of  the  quality  and  appropriateness 
of  care*  by  the  1992  AMH  manual.  This  is  because  appropriateness  is 
considered  a  characteristic  of  quality  (JCABO,  1991a). 
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The  concept  of  M&E  waa  first  introduced  in  the  1985  AMB  (Parsek, 
1989).  The  intent  of  the  K&E  process  is  to  help  health  care 
organizations  focus  on  high  priority  quality  of  care  issues  and  thus  use 
their  quality  assurance  resources  effectively  ( JCABO,  1990a) .  Quality 
assuranca/i]iq>roveBiant  issues  can  be  identified,  addressed,  and  resolved 
through  utilizing  the  M&E  process  (Tonges,  Bradley  &  Brett,  1993).  The 
intent  of  the  CQI  M&E  process  is  to  assess  and  inprove  care  on  an 
ongoing  basis  (JCAHO,  1991b).  The  current  M&E  process  involves  the 
following  ten  steps: 

1.  Assign  Responsibility. 

2.  Delineate  Scope  of  Care. 

3.  Identify  inportant  Aspects  of  Care. 

4 .  Identify  Indicators . 

5.  Establish  Thresholds  for  Evaluation. 

8.  collect  and  Organize  Data. 

7 .  Evaluate  Care . 

8.  Take  Actions  to  laprove  Care /services. 

9.  Assess  Actions  and  Document  Isqproveswnt. 

10.  CoHUBunicate  inforziation  to  the  QA  Program  (JCABO,  1990c). 

Each  step  will  now  be  discussed  with  distinctions  siade  between  current 
M&E  practice  and  the  M&E  process  within  the  context  of  Continuous 
Quality  Izprovement  (CQI).  Although  not  currently  required  for 
accreditation  purposes,  the  CQI  approach  to  NtE  is  not  inconsistent  with 
current  standards.  These  CQI  suggestions  are  progressing  toward  future 
standards.  By  implezMnting  these  suggestions,  healthcare  organizations 
will  be  Mnltoring  and  evaluating  services  and  care  within  the  context 
of  CQI  (JCAHO,  1991b) .  Figure  3>1  depicts  the  Joint  Cansiission's 
current  monitoring  and  evaluation  process. 
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Stap  1:  Asaion  ReaDonaibilitv 

current:  Overall  reaponsibillty  for  M&E  is  assigned  to  the  department's 
chairperson  or  director.  For  the  nursing  department,  this  individual 
would  be  the  nurse  administrator.  The  nurse  administrator  designates 
the  responsibility  for  the  specific  M&B  duties.  A  surveyor  for  the 
Joint  Commission  expects  to  see  the  nurse  administrator  actively 
participating  in  M&E  activities  (Parsek,  1989).  Each  department  is 
responsible  for  overseeing  and  implementing  MAE  activities  within  their 
department  (JCABO,  1991b). 

CQI:  The  leaders  of  the  organization  participate  in  and  are  responsible 
for  planning  and  promoting  the  continuous  ia^rovement  of  quality.  This 
includes  setting  priorities  for  assessment  and  improvement  and  involves 
interdepartmental  as  well  as  intradepartmental  activities  (JCABO, 

1991b). 

Step  2:  Current:  Delineate  the  Scope  of  Care  Provided  bv  the 
Oroanization 

CQI:  Delineate  scope  of  Care  and  service 
current:  The  types  of  patients  served,  conditions /diagnoses  treated, 
clinical  activities  perfonned,  types  of  practitioners  providing  care, 
location  for  the  provision  of  care  and  the  time  when  care  is  provided 
are  addressed  in  the  scope  of  care.  Answering  the  question  "What  do  we 
do  in  this  department/on  this  unit?”  is  helpful  in  describing  one's 
scope  of  care  (JCAHO,  1990c).  The  scope  of  care  provides  a  basis  for 
the  identification  of  those  aspects  of  care  that  will  be  central  to  M&E 
(Parsek,  1989).  Each  departaient  or  service  as  well  as  each  unit 
delineates  its  separate  scope  of  care  (JCABO,  1991b). 

CQI:  Functions,  procedures,  treatments  and/or  other  activities 
perforzMd  in  the  organization  are  identified.  Either  as  a  whole,  or  by 
departaient  or  service,  the  organization  delineates  their  scope  of  care 
and  service  (JCABO,  1991b). 
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Stap  3;  current;  Identify  tha  Moat  important  Aaoects  of  Ceire. 

CQl;  Identify  the  Most  Important  xapects  of  Care  and  Service. 
Current:  This  refers  to  the  siost  important  things /activities  done  by  a 
department /unit.  The  aspects  of  care  identified  should  be  those  having 
the  greatest  intact  on  the  quality  of  patient  care.  Important  aspects 
of  care  are  those  aspects  considered  to  be  high  risk,  high  volume  and/ or 
problem  prone  (Parsek,  1989).  High  risk  is^lies  that  patients  are 
deprived  of  considerable  benefits  or  are  placed  at  risk  of  serious 
consequences  if  care  is  not  provided  correctly.  High  voliune  aspects  of 
care  affect  many  patients  or  occur  frequently.  Problem  prone  aspects  of 
care  have  proven  in  the  past  to  be  problematic  for  patients  or  staff 
(Parsek,  1989).  Each  department  or  service  identifies  their  aspects  of 
care. 

CQI:  The  organization  chooses  and  prioritizes,  as  a  whole  or 
department ally,  those  aspects  of  care  or  service  that  will  be  monitored 
(JCAHO,  1991b). 
step  4;  Identify  Indicators 

Current:  Each  department  or  service  identifies  indicators  which 
correspond  to  the  aspects  of  care.  An  indicator  is  a  measurable 
variable  concerned  with  the  structure,  process  or  outcome  of  care 
(Tonges,  Bradley  &  Brett,  1990).  structures  such  as  equipment, 
resources  and  qualifications/numbers  of  staff  are  eleawnts  that 
facilitate  care,  structure  indicators  do  not  refer  to  the  actual 
provision  of  care  but  rather  they  help  determine  whether  an  organization 
has  the  capabilities  to  provide  high  quality  care.  The  charge  nurse 
being  a  qualified  registered  nurse  is  an  exaBq>le  of  a  structure 
indicator  (JCABO,  1990c). 

Indicators  concerned  with  the  process  of  care  are  process 
indicators.  These  often  are  based  on  standards  of  care  or  practice. 
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All  patiants  baing  triagad  by  a  ragistarad  nuraa  upon  arrival  to  tha 
aaiargancy  roan  is  an  axaopla  of  a  procaas  indicator. 

outcoma  indicators  ralata  to  tha  outccna  of  cara  and  are  derived 
from  literature  and  authoritative  sources  and  are  approved  by  tha 
dapartmant.  An  axaa^le  of  an  outcome  indicator  is  the  rate  of 
cca^lications  experienced  within  24  hours  post  invasive  procedures. 

CQI:  structure  indicators  are  no  longer  es^hasisad.  Indicators  are 
developed  by  teams  of  experts  from  within  or  outside  of  the  depeurtment. 
Indicators  are  used  to  snasure  performance  of  the  ix^rtant  aspects  of 
care  <JCABO,  1991b). 

Step  5t  Establish  Thresholds  for  Evaluation. 

Current:  A  threshold  for  evaluation  is  a  preestablished  expected  level 
of  performance  for  every  indicator  «diich  is  established  by  each 
dapeurtment  or  service.  Thresholds  are  essentially  expectations  of  what 
constitutes  quality  care  and  the  desired  level  of  perfoxmance  (Tongas, 
Bradley  t  Brett,  1990).  They  can  be  derived  from  clinical  and  quality 
assurance  literature  as  well  as  the  eiqwriences  of  the  department. 
Intensive  evaluation  of  the  quality  and  appropriateness  of  care  is 
triggered  when  tha  threshold  is  reached  to  conclude  if  there  is  an 
actual  problem  and/or  an  opportunity  to  iaqirove  care.  For  exaaqile,  for 
an  indicator  related  to  the  casq>latlon  of  a  nursing  assessment  on  all 
inpatients,  the  threshold  for  evaluation  Slight  be  set  at  90%. 

Therefore,  evaluation  of  the  quality  and  appropriateness  of  this  aspect 
of  care  %fould  be  initiated  if  this  indicator  is  not  done  for  siore  than 
tan  percent  of  such  patients. 

CQI:  Zisvels,  patterns,  or  trends  in  data  requiring  intensive  evaluation 
are  established  for  each  indicator  by  teasis  of  e:iq>orts.  Regardless  of 
the  form  of  the  threshold,  it  is  a  way  to  determine  if  resources  snist  be 
invested  into  intensive  evaluation.  There  are  other  ways  to  trigger 
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evaluation  besides  thresholds.  Feedback  from  staff,  patients  or  other 
sources  may  initiate  evaluation  (JCABO,  1991b). 

Step  6:  Collect  and  Organize  Data. 

Currant:  The  sources  of  data,  the  data  collection  method,  sampling 
appropriateness  and  the  frequency  of  data  collection  is  established 
prior  to  the  collection  and  organization  of  data  (JCABO,  1990c).  Data 
collection  should  be  the  responsibility  of  all  nursing  personnel.  Data 
is  coiiq>ared  to  the  thresholds  for  evaluation.  The  method  of  data 
collection  is  determined  by  the  departsient  or  organization  (JCABO, 

1991b) . 

CQI:  Information  from  sources  outside  of  the  ongoing  monitoring 
activities  is  used  to  identify  areas  requiring  evaluation  and 
improvement.  This  information  siay  include,  but  is  not  liad.ted  to 
feedback  from  staff,  patients  and  their  families  and  other  people 
affiliated  with  the  organization.  Feedback  may  take  the  form  of 
coBq>laints,  comments,  suggestions  and/or  surveys  (JCABO,  1991b) . 
step  7:  Current:  Evaluate  Care 

CQI; _ initiate  Evaluation 

Currant:  Cumulative  data  are  analyzed  and  when  a  threshold  for 
evaluation  is  reached,  qualified  staff  members  detennine  if  a  problem 
exists  and  identify  if  any  opportunities  exist  for  izqproving  care. 
Patterns  or  trends  should  be  included  in  the  data  analysis.  For 
example,  perhaps  the  majority  of  patients  falls  or  medication  errors 
occurred  on  a  certain  shift.  Peer  review  may  be  undertaken  to  conduct  a 
review  of  the  appropriateness  of  care  provided  by  an  individual 
practitioner.  The  only  intense  evaluation  of  care  occurs  when  reaching 
the  threshold  for  a  specific  indicator  (JCABO,  1991b). 

CQI:  Findings  from  ongoing  monitoring  activities  that  have  reached 
threshold  and  feedback  such  as  that  mentioned  in  step  6  should  be 
assessed  as  this  indicates  possible  improvement  opportunities. 
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Prioritias  ara  aat  aftar  conaidaring  organizational  rasourcas  and  tha 
potantial  af facts  on  patiant  cara/aarvica.  Taams  aiada  up  of  individuals 
knowladgaabla  of  tha  aspact  of  cara/aarvica  and  raprasanting  appropriate 
dapartaiants  ara  convened  to  evaluate  tha  aspact  of  care /service. 
Evaluation  is  used  to  datazmina  if  opportunities  exist  to  is^rove 
care/sarvica.  Pear  review  nay  be  necessary.  Opportunities  for 
improving  tha  quality  of  cara/aarvica  usually  exist  within  improving  the 
ongoing  processes  of  systems,  equipment  and  personnel  rather  than  in 
isolated  individuals  and  the  errors  they  make.  This  is  the  continuous 
iaq>rovemnt  of  performance  ( JCAHO,  1991b) . 
step  8»  Current t  Take  Actions  to  solve  Problem* 

CQI;  Take  Actions  to  Tmnrove  Care 
Current:  Evaluation  of  care  may  show  that  tha  provided  care  is /was 
acceptable,  in  which  case  tha  MAE  process  should  continue  and  be 
reevaluated  periodically  to  determine  if  it  is  needed  to  assess  the 
quality  and  appropriateness  of  the  in^rtant  aspects  of  care.  However, 
if  problesis  are  identified  and/or  opportunities  for  isqprovement  are 
found,  corrective  action  should  be  identified  and  planned. 

Identification  of  the  problem's  cause  and  possible  solutions  must  be 
addressed.  For  exaBq)le,  the  cause  siay  be  a  lack  of  knowledge  and  a 
possible  solution  may  be  additional  reference  sources  or  educational 
activities  (JCAHO,  1990c).  In  this  case, personnel  with  authority 
outside  of  or  within  the  departsMnt  take  action  determined  by  an 
evaluator's  recommendations  (JCAHO,  1991b). 

CQI:  ^propriate  actions  are  determined  by  the  team  evaluating  the 
aspect  of  care/service.  Teams  may  take  the  reccamiended  actions 
themselves,  with  results  forwarded  to  leaders.  Actions  are  emphasized 
that  focus  on  processes  between  departments.  These  actions  stay  relate 
to  problesis  with  systems  (staffing,  coasninication  channels, 
organizational  structure,  etc.),  knowledge  (circulation  of  information. 


Quality 

87 


in-sarvica  and  continuing  aducation,  accaaaibility  of  data/raports , 
ate.)  and  bahavior  (counsaling,  aaaignswnt  changaa,  disciplinary  action) 
(JCABO,  1991b). 

stao  9;  Currant:  Assass  Actions  and  Doffnmant  iMprovamant: 

CQIt  Assass  the  Effaetivanass  of  Actions  and  Maintain  the  Gain 
currants  Effaetivanass  of  corractiva  actions  siust  ba  assassad  and 
docuBsentad.  This  can  ba  accco^lishad  through  further  M&E  activities. 

If  the  level  of  performance  isqprovas,  stost  lilcaly  the  action  was 
affective.  Bowevar,if  continued  M&E  reveals  the  level  of  performance 
for  an  indicator  is  unchanged,  than  no  isqprovastent  has  occurred  aind  the 
action  was  probably  inaff active.  In  the  case  of  no  is^rovastent,  further 
actions  arc  necessary,  should  ba  taken,  and  their  effectiveness  assassad 
(Parsek,  1989).  Thus,  the  effectiveness  of  actions  is  determined  by 
continued  Bionitoring  (JChBO,  1991). 

CQis  It  should  be  determined  whether  the  actions  taken  are  actually 
isgsroving  care/service  and  if  so,  this  iBq>rovement  should  be  maintained. 
If  there  is  no  improvement,  further  action  should  be  determined  and  than 
this  action  assessed  for  its  effect  on  isqprovement .  This  process  is 
repeated  until  isprovesient  is  attained  and  sustained.  Monitoring  is 
continued  and  there  is  a  periodic  reassassMnt  of  indicators  and 
Bionitoring  priorities.  In  coB^iarison  with  current  M&E,  this  CQI 
approach  esq^hasizes  a  sustained  improvesiant  over  tiaia  (JCABO,  1991b). 
step  10 t  Current:  Ccamiunicate  Relevant  inforaiation  to  the  Organization- 

wide  Quality  Assnr-anea  Program, 
coil  cniianinicate  Results  to  Relevant  Individuals  and  Groups 
Current!  Findings  and  conclusions  from  M&E,  as  well  as  actions  taken 
to  improve  care,  are  reported  to  the  quality  assurance  program.  This 
inforaiation  is  disseaiinated  as  necessary,  as  this  will  help  to  assure 
that  Qh  findings  are  used  toward  improving  patient  care.  This 
information  must  be  docuaiented  as  outlined  in  the  organizationwide 
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quality  aaaurance  «rritten  plan,  conclusiona,  recommendationB  and 
actions  should  always  ba  includad  in  tha  raports  and  minutas  of  quality 
assuranca  activities  (JCABO,  1990c). 

CQI:  Conclusions,  racommandations,  actions  and  follow-up  are  reported 
by  the  teasis  performing  the  monitoring.  These  findings  are 
reported/ forwarded  to  relevant  individuals  and  groups  as  well  as 
leaders.  Information  is  disseminated  as  necessary  by  the  involved  team 
and  leaders  throughout  the  organization.  Comments,  reactions,  and 
information  on  the  effectiveness  of  M&E  received  by  the  leaders  and 
others  from  involved  groups /individuals  should  be  shared  with  relevant 
personnel  (JCABO,  1991b). 

Zn  summary,  the  mod If icationa  to  the  MfcE  process  primarily 
involve : 

-  stressing  leadership's  role  in  the  iiqprovement  of  quality; 

-  extending  the  scope  of  quality  assessment  and  improvement  activities 
to  include  the  related  processes  of  governance,  management,  support 
and  clinical  services  affecting  patient  outcomes  rather  than 
focusing  solely  on  clinical  processes; 

-  going  beyond  ongoing  sionitoring  for  other  sources  of  feedback  to 
initiate  evaluation,  and  therefore  iaqproveswnt,  of  patient  care  and 
services ; 

-  avoiding  cospartmentalization  of  services  within  departsients ,  with 
attention  to  customer-supplier  relationships  asiong  departments; 

-  concentrating  on  the  processes  of  care  instead  of  individual 
perf  orziance ; 

-  realizing  the  izqportance  of  continuous  ijiq>roveBisnt  instead  of  only 
identifying  and  solving  problems;  and 

-  sustaining  improveawnt  over  time  (JCABO,  1991b). 
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CHAPTER  V 
IMPLZCATIOHS 

Perhaps  one,  if  not  the  most  significant,  io^lication  of  CQI  and 
the  new  nursing  standards  is  the  strengthened  voice  they  give  to 
nursing.  The  standards,  developed  by  a  committee  of  24  nurses 
representing  a  variety  of  backgrounds  and  organizations,  will  give 
nurses  more  say  in  patient  care  and  hospital  operations.  These 
standards  are  presented  in  detail  in  chapter  four  of  this  paper. 

Registered  nurse  (R.N.)  decision  making,  arrived  at  by  performing 
a  patient  assessment  and  formulating  nursing  diagnosis (es)  and/or 
patient  care  problems,  is  delineated  in  standard  one  (Patterson,  1991). 
Standard  one  addresses  the  cooperative  relationship  of  nursing  with 
other  hospital  services.  This  standard  also  identifies  the  need  for 
permanently  integrating  specific  nursing  documentation  into  a  clinical 
information  system  but  does  away  with  the  requirement  of  a  specific 
nursing  care  plan  (Burley,  1991). 

standard  two  speaks  to  the  competence  of  the  nursing  staff  and 
requires  float  nurses  to  receive  orientation  and  cross  training  that  is 
both  adequate  and  timely  as  determined  individually  by  each  hospital, 
standard  three  specifically  designates  nurses  as  being  responsible  for 
developing  standards  of  practice  and  for  planning  patient  care.  The 
nursing  executive  or  an  appointee  is  required  to  be  involved  in  the 
adBiissions  system  for  aligning  available  nursing  resources  with  patient 
needs.  Another  '^increased  voice”  is  that  nurses  must  be  included  in 
addressing  ethical  issues  regardless  of  the  mechanism  used  by  the 
hospital  to  address  ethical  decisions.  Many  nurses  may  be  pleased  with 
the  new  requiresMnt  for  a  policy  review  every  three  years  as  opposed  to 
the  previously  required  annual  review.  This  is  intended  to  allow  a  store 
thorough  review  with  incorporation  of  any  relevant  material  such  as 
research  findings,  legal  and  ethical  issues  and  relevance  of  procedures. 
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Standard  four  addresses  the  need  for  a  nursing  plan  of  care 
reflecting  the  organizational  siission  and  supporting  innovation  and 
io^rovenent  in  nursing  practice.  Standard  five  requires  there  be  one 
designated  single  nurse  executive  for  every  hospital.  Additionally,  the 
nurse  executive  and  other  nursing  leaders  participate  with  other 
hospital  leaders  in  developing  the  organization's  mission  statement  and 
strategic  plan,  quality  improvement  activities  and  the  nursing  budget 
(Burley,  1991).  Quality  assurance  etctivities  are  still  required  by  the 
new  standards;  however,  this  is  outlined  in  the  "Quality  Assessment  and 
Is^rovement"  chapter  of  the  1992  AMB  versus  the  "Nursing  Care”  chapter 
in  the  1991  AMB. 

The  es'q>hasis  of  the  Agenda  for  change  and  CQI  on  the  assessment  of 
patient  outcomes  and  the  continuous  iBq>rovement  of  patient  care  quality 
has  implirations  for  nursing  research.  Perhaps  the  aiost  is^rtant  and 
cosqMilling  questions  to  be  answered  by  future  nursing  research 
activities  are  evaluation  of  the  Joint  Ccnsaission  revised  standards  and 
the  c  .  Biovement  to  deterziine  if  they  bring  about  the  changes  and 
improvezient  in  quality  of  care  that  they  propose.  The  improvement  of 
patient  care  outcomes  requires  focusing  on  structure  effectiveness  and 
care  processes  which  lead  to  research  questions.  For  exaziple,  the  rate 
or  frequency  of  an  event  is  determined.  If  this  rate  is  acceptable,  it 
should  be  determined  if  the  rate  can  be  isq>roved.  if  the  rate  is 
unacceptable,  questions  concerning  performance  issues  and  patient 
factors  should  be  addressed.  Patient  factors  should  be  examined  to 
deterziine  if  there  are  different  or  better  swans  for  caring  for  these 
patients.  Likewise,  if  analysis  of  a  particular  indicator  rate  reveals 
that  practitioners  delivered  care  in  accordance  with  standards  of 
practice  despite  not  achieving  expected  outcomes  or  an  unacceptable 
rate,  research  questions  should  be  suggested.  Suggestions  stay  include 
studies  testing  different  approaches  to  sisiilar  patient  needs  or 
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populations  (Hadzan,  1991).  The  incraasad  focus  on  patiant  outcosias  and 
"insistanca  on  high  valua  of  haalth  cara  will  laad  to  additional 
rasaarcb  quastions  for  nursing  and  support  for  datarmining  tha  most 
efficacious,  affactiva  and  efficient  interventions ”  (Nadzam,  1991,  p. 
21).  iBqtlasienting  nursing  research  activities  or  using  others'  research 
findings  can  provide  scientific  reasoning  and  lend  support  to 
suggestions  for  inqtroving  and  changing  practice  (Katz  &  Green,  1991). 
Lawson,  as  cited  in  Katz  &  Green  (1991,  p.  56)  states  "research 
conducted  by  nurses,  as  trail  as  nursing  collaboration  in 
interdisciplinary  scientific  inquiry,  validates  existing  practice  and 
provides  new  direction  for  enhancing  care”. 

Lesiing  (1991)  states  that  many  health  care  organizations  are 
recognizing  the  need  to  take  a  more  custaewr-oriented  approach  for 
delivering  health  care  in  order  to  satisfy  consumers'  needs  and  wants, 
and  to  compete  in  a  dwindling  siarket  place.  As  emphasized  by  Deming, 
organizations  have  both  internal  and  external  customers.  Patients,  seen 
as  external  custoswrs  of  health  care  organizations  or  consusiers,  are 
morm  educated  and  deauuiding  than  ever  before.  Health  care  is  a  service 
provided  to  consuzwrs  by  health  care  workers  (Gillem,  1988) .  Consumrlsm 
has  prcaqpted  increased  patient  involvement  in  and  questioning  of  health 
care.  Patients  rights  movements  have  added  to  patients'  Jcnowledge  base 
for  Slaking  more  educated  decisions  regarding  their  health  cara  (Lesiing, 
1991).  consusiers'  expectations  and  perceptions  of  quality  is  a  siatter 
of  great  isportance  in  CQI  activities  and  efforts. 

Albrecht  and  Zesike,  as  cited  in  Lesiing  (1991),  describe  two  types 
of  services,  prisiary  and  secondary.  Health  care  providers  are 
knowledgeable  about  providing  prisiary  services  «dilch  include  medical 
treatswnt,  nursing  cara  and  hospital  acconmodations .  It  is  the 
secondary  services  such  as  convenience  itesis  and  personal  courtesy  where 
health  care  staff  lack  )cnowledge.  Health  care  providers  siust  provide 
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both  typas  of  sexvicoB  to  help  increasa  patiant  satisfaction.  Customar 
sarvicas  stay  ansura  an  organization's  survival  by  aliminating 
unnacassary  rasourcas  spant  on  rasolving  patiant  problams  and 
conplaints.  Quality  custcner  sarvicas  do  not  cost  nore.  Naste  and 
rawork  is  raducad  by  parfonning  a  sarvica  corractly  tha  first  time. 
Today's  health  cara  customer  values  doing  things  right  the  first  time 
(Laming,  1991).  Jonas  (1991)  states  that  research  indicates  cost- 
effective  cara  can  equate  with  high  quality  care. 

Tha  consumer/customar  approach  should  prove  beneficial  to  health 
care  organizations,  conplaints  made  by  patients  and  families  should 
receive  prospt  attention.  Fiesta  (1991)  cites  an  unhappy  patient  or 
family,  rather  than  malpractice  par  sa,  as  tha  fundamental  cause  of 
malpractice  claims.  Poor  quality  equates  with  poor  outccnas — which 
equates  to  dissatisfied  customers,  extended  hospitalizations,  and  even 
tha  payment  of  lawsuit  settlements.  Inproving  patient  quality 
contributes  to  an  increased  probability  of  desired  patient  outcomes, 
including  patient  satisfaction.  The  question  should  not  be  "Can  we 
afford  high  quality"  but  rather  "Can  we  afford  poor  quality  outcomes?" 

Rurses,  by  way  of  their  continual  relationship  with  patients  and 
families,  are  in  an  excellent  position  to  elicit  customers'  wants  and 
expectations.  These  inplicatlons  do  not  lie  only  within  nursing.  An 
organizationwide  effort  and  cnmmi tment  towards  quality,  putting  the 
cus tester  first,  snist  be  assusied  by  leadership  and  stanagesient .  Consuster 
research  should  be  undertaken  in  the  area  of  quality  services  and 
developing  service  strategies.  Organizational  decisions  can  be  siade 
based  upon  research  suggestive  of  those  services  identified  as  valued  by 
custoaiers  (Leming,  1991).  An  understanding  of  tha  consuster 's 
perspective  of  quality  is  a  necessary  prerequisite  to  steet  the  quality 
outccsies  destanded  by  society.  "Perhaps  crucial  to  the  survival  of 
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health  care  agendas  in  the  1990s  is  the  extent  to  which  organizations 
are  consusier  driven*  (Taylor,  Hudson  ft  Keeling,  1991,  p.  25). 

To  state  that  nursing  has  in  the  past  and  will  continue  in  the 
future  to  contribute  to  quality  care  is  an  understatesiant.  According  to 
a  survey  reported  by  Xoska  (1989)  aa)cing  663  hospital  Chief  Executive 
officers  to  rank  order  the  nost  significant  factors  contributing  to 
providing  high  quality  care,  nursing  care  was  ranked  as  the  nost 
ioportant  contributor  to  the  quality  of  care  provided  by  a  hospital. 

The  research  findings  of  Chassin,  et  al,  (1989);  Scott,  Forrest  ft  Brown, 
(1976);  and  Shorten  ft  Hughes,  (1988)  as  cited  by  Jones  (1991)  indicate 
that  nursing  is  an  ioportant  factor  explaining  the  differences  in  death 
rates  aitong  hospitals. 

CQI  has  iaplications  for  staff  involvestent  at  all  levels.  The 
responsibility  for  iiquroving  patient  care  quality  will  rest  with  each 
and  every  staff  SMuaber.  Hew  ft  Hew  (1989)  advocate  staff  nurse 
involveMnt  in  QA  activities.  They  believe  staff  nurses  are  closest  to 
the  patient  and  have  a  working  Icnowledge  of  the  real  probleats  and  can 
therefore  develop  realistic  solutions  that  they  theaiselves  will 
iapleaient  at  the  unit  level. 

Saieltzer,  Hinshaw  and  Feltaan  (1987)  propose  that  involving  staff 
nurses  in  QA  stay  result  in  the  following  benefits! 

>  Increased  understanding  of  the  evaluation  of  nursing  care  which  nay 
lead  to  changes  in  and  iaqtrovesMnt  of  nursing  practice. 

-  Increased  staff  cooperation  with  QA  activities. 

-  Peer  teaching  about  the  iaqtortance  of  QA 

-  Knowledge  of  both  positive  and  negative  patient  care  aspects  on  the 
staff  nurses'  own  unit  and  in  cos^arison  with  other  units. 

-  Increased  nursing  staff  professionalisn  resulting  frcsi  peer  review. 

>  Enhanced  credibility  of  QA. 
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A  basic  alaoent  of  CQI  is  sa^owaring  staff  to  plan  and  in^laaiont 
opportunitias  for  is^roving  hospital  oparations  (Jonas,  1991).  staff 
anist  not  only  ba  conmlttad  to,  but  raady,  willing  and  abla  to  accomplish 
tha  organization's  mission.  Tha  davalopmant  of  dacision  making  and 
collaboration  skills  of  staff  mambars  is  a  praraguisita  for  ampowarment . 
Staff  must  laarn  to  usa  judgasiant,  plan,  work  with  othar  staff  and  abida 
by  and  rasults  of  thair  afforts  varsus  passing  problasis  on  to  managers 
or  cosgilaining  (Schroader,  1992). 

Ezqpotiaraiant  requires  afforts  on  the  part  of  tha  organization  as 
wall.  They  snist  make  tha  necessary  preparations  and  changes  to  support 
staff  asq>owaraient .  structural  aspects  of  tha  organization  must 
accominodata  communication  and  action-taking.  Staff  judgasiant  siust  be 
trusted  and  staff  levels  closest  to  tha  action  or  decision  must  ba 
supported  in  thair  dacision  making  (Schroader,  1992). 

isqilicatlons  of  CQI  expand  to  tha  clinical  nurse  specialist  (CNS) 
position.  Ricciardi  and  Kuck  (1992)  discuss  tha  CNS  role  in  QA  and 
improving  patient  outcomes.  Tha  CHS  has  a  fundaaiantal  role  in 
facilitating  and  communicating  the  QA  process.  Bach  of  tha  diawnsions 
of  tha  CNS  role,  expert  in  clinical  practice,  educator,  consultant, 
rasaarchar  and  adsiinistrator,  as  defined  by  tha  American  Nurses 
Association  (ANA)  has  significance  to  tha  Qk  process  (ANA,  1986). 

The  administrator  role  of  tha  CNS  is  utilized  through 
cosmiunicatlon  with  hospital  staff  and  addressing  QA  issues.  A  knowledge 
of  research  allows  the  CNS  to  assist  staff  nurses  in  evaluating  and 
analyzing  patient  care  issues,  involvement  in  patient  care  issues 
throughout  the  hospital  is  afforded  tha  CNS  through  the  consultant  role. 
As  an  educator,  the  CNS  can  teach  the  QA  process  to  other  staff. 
Expertise  in  clinical  practice  allows  the  CNS,  in  conjunction  with  other 
staff  members,  to  identify  Issues  for  QA  evaluation.  Sosie  of  the  CNS 
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rola  functions  dascribed  in  a  QA  plan  describad  by  Ricciardi  and  Kuck 
(1992)  includa  tha  following: 

-  Davalopmant  and  ia^lanantation  of  standards  of  cars  and  practice  for 
Bionitoring  outccmas  and  io^roving  cars. 

-  Honitoring  nursing  practice  and  tha  health  care  environment  for 
changes  or  trends  influencing  QA. 

-  Participation  in  QA  criteria  (indicator)  development. 

-  Collaboration  in  designing  research  studies  and  analyzing  such  data. 

-  Participating  in  the  development  and  execution  of  is^rovement  plans. 

-  Using  QA  findings  as  a  basis  for  facilitating  change. 

-  Acting  as  liaison  betwen  unit  and  nursing  practice  coaBnittees . 

-  Participation  in  a  “Nursing  Quality  Assurance  Steering  Ccamittee". 

>  Participating  in  interdepartaiantal,  nursing,  and  siedical  research 

studies . 

Involving  staff  in  CQX  activities,  such  as  self  assessment 
prograsis  similar  to  the  SIR,  and  monitoring  and  evaluation  efforts  can 
increase  their  awareness  and  understanding  of  standards.  New  and  New 
(1989)  believe  professional  development  of  staff  nurses  is  enhanced  by 
involving  staff  in  QA  efforts.  Tierney,  Grant  &  Mazique  (1990) 
encourage  the  CNS's  involvement  in  developing  hospital  prograzis  that 
will  increase  revenue  and  enhance  the  hospital's  image.  Additionally, 
they  believe  the  CNS  should  facilitate  the  process  of  sieeting  JCABO 
standards.  Assuring  ccsqiliance  to  JCABO  standards  should  nevjr  be  taken 
lightly  as  standards  prcsuilgated  by  the  JCABO  may  be  considered  by  a 
jury  in  detezziining  negligence  (Southwick,  1988).  If  negligence  is 
found,  damages  will  most  likely  follow.  Thus,  adhering  to  JCABO 
standards  may  be  viewed  as  cost  effective  from  a  liability  viewpoint. 

In  addition,  failure  or  loss  of  accreditation  by  JCABO  can  result  in 
loss  of  Bionies  for  siedical  school  affiliations  (and  therefore  loss  of 
resident  and  intern  education  prograsis)  and  loss  of  third  party 
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reinbursanent  paymenta.  Thara  is  also  a  stigaa  associatad  with  failing 
a  JCABO  accraditation  that  nay  affact.  onas  sanction  within  tha 
profassion. 

Tha  ij^)ortanca  of  staff  involvamant  cannot  ba  strassad  anough. 

All  staff  must  ba  abla  to  articulata  tha  organization's  mission  and  CQI 
principlas  and  activitias.  staff  participation  and  commitiDent  must  ba 
solicitad  and  valuad.  Sa%ryar-Richards  (1990)  proposas  using  a  marketing 
concept  as  a  management  strategy  for  dispelling  tha  negative  image 
frequently  associated  with  QA  and  improving  nursing  staff's  commitment 
and  participation  in  CQX  activitias.  This  marketing  concept  focuses  on 
QA  outcomes  and  benefits  to  patients,  staff,  consumers  and  the  hospital 
and  community.  It  involves  using  stotivational  techniques  and 
communication  strategies  to  promote  the  positive  aspects  of  Ql 
activities.  Nurses  are  recognized  as  having  tha  ability  to  make  a 
significant  difference  in,  and  contribution  to,  the  patient  care 
delivery  system. 

Thera  are  niunerous  benefits  resulting  from  improved  quality  of 
patient  care.  Benefits  to  the  organization  include,  in  addition  to  the 
ultisiate  goal  of  high  quality  care,  resolving  problems  and  iioproving 
processes  that  contribute  to  unnecessary  use  of  resources.  Decreasing 
avoidable  cooplicatlons  which  result  in  extended  hospitalizations  is 
another  benefit.  Docunanted  results  of  CQI  efforts  can  show  both 
internal  and  external  customers  that  safe,  effective,  and  efficient  care 
is  delivered  by  the  health  care  organization.  This  can  only  help 
Biarketing  efforts  and  contribute  to  the  organization's  success  (JCABO, 
1988b) . 

Benefits  for  the  practitioner  include  realizing  the  resultant 
ijiq>rovuwnt  in  quality  care  from  CQI  activities.  Additionally, 
practitioners  can  learn  the  components  of  high  quality  care,  more 
effective  Mthods  of  identifying  needs,  treatments  and  areas  requiring 
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more  rasaarch  and  infoxmation.  Tha  patient,  and  rightly  so,  is  the 
ultimata  beneficiary  of  CQX.  The  availability  of  timely,  effective  and 
cost-efficient  high  quality  care  is  wanted  and  expected  by  many  health 
care  consumers  ( JCAHO,  1988b) . 

The  time  factor  involved  in  implesienting  the  CQl  process  must  be 
recognized  and  respected.  Although  many  people  expect  to  see  instant 
results,  Ellen  Gaucher,  university  of  Michigan  Hospitals'  chief 
operating  officer  and  director  of  the  total  QX  process,  states  that  it 
takes  a  minimum  of  six  months  for  eaq>loyees  to  coaqirehend  and  apply  CQX 
to  their  jobs.  Gaucher  also  makes  important  points  concerning  the  slow 
process  of  changing  an  organizational  culture  through  empowering 
employees,  driving  out  fear,  and  moving  from  a  ‘‘superstar”  concept  to  a 
teamwork  approach.  Because  CQX  is  expensive  and  resource  intensive  in 
the  early  phases,  it  is  a  difficult  process.  Xt  is  essential  to  view 
CQX  as  an  investment  in  the  future  (Hospital  Peer  Review,  1990b) . 

A  final  note  worthy  of  repetition  is  the  vital  iiiq>ortance  of  the 
commitBient,  and  active  participation  of  organizational  leadership  to 
CQX.  They  must  "walk  the  talk".  After  CQX  standards  auid  philosophies 
are  in  place,  action  is  required,  not  lip  service.  The  responsibility 
for  quality  no  longer  rests  with  a  few  people  assigned  to  a  QA 
department,  rather  the  responsibility  rests  with  each  and  every  member 
of  organization,  irregardless  of  where  they  work  or  what  they  do. 
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CHAPTER  VI 
CONCLUSION 

Standards  are  crucial  to  the  practica  of  any  profession.  The  new 
and  revised  JCAHO  standards  aim  for  progression  and  continuous 
is^rovement  of  the  quality  of  patient  care.  They  define  the  actions  and 
outcomes  for  which  staff  will  be  held  accountable  (Katz  &  Green,  1991). 

All  staff  should  be  familiar  with  standards  applicable  to  their 
practice.  Additionally,  standards  should  guide  everyday  practice  rather 
than  having  staff's  awareness  of,  and  compliance  to  JCAHO  standards 
Increase  shortly  before  Joint  Commission  accreditation  visits  as  eluded 
to  by  Brubakken  (1991). 

The  iBqplementation  of  CQI  does  not  have  to  be  a  grueling  process. 
It  does  require  the  sustained  commitment  of  each  and  every  eiqployee  to 
the  improvesient  of  quality.  The  patience  and  resources  required  to 
caaq>lete  the  cultural  change  necessary  to  adapt  a  CQI  philosophy  should 
not  bo  overlooked  nor  underestimated. 

A  CQI  philosophy  holds  that  quality  can  always  be  isqproved. 

Quality  cannot  be  is^roved  by  inspection,  rather  it  must  be  ingrained  in 
the  processes  and  people  performing  the  work  of  the  organization 
(Schroeder,  1991b).  It  is  doubtful  the  CQI  movement  will  fade  away. 
Schroedor  (1991b)  believes  the  concept  of  ia^roving  quality  will 
continue  into  the  21st  century.  The  JCAHO  has  begun  to  eiiq>basize  and 
integrate  CQI  principles  into  its  standards,  literature  and  activities. 
In  today's  highly  competitive  and  rapidly  changing  health  care 
environsMnt,  the  tiaw  for  CQI  is  now.  it  is  appropriate  to  conclude 
with  a  quote  from  Dennis  O'Leary,  current  president  of  JCAHO,  (as  cited 
in  Schroeder,  1991b,  p.  5),  "In  retrospect,  the  word  '‘assurance'  was  an 
unfortunate  semantic  selection.  Quality  of  course,  could  never  be 
assured.  Rather  it  could  at  best  only  be  isqproved". 
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Abstract 

The  concept  of  quality  in  health  care  is  discussed  throughout  this 
paper,  within  an  historical  perspective,  including  key  forces 
influencing  quality  assurance  (QA) . 

The  Joint  Commission  on  Accreditation  of  Healthcare  organizations 
(JCAHO)  has  been  identified  by  Schroeder  (1991a)  as  probably  the  most 
significant  influence  on  QA  structures  and  approaches  in  the  united 
states.  The  revised  nursing  care  standards  delineated  by  JCAHO  in  the 
1991  Accreditation  Manual  for  Hospitals  (AMB)  will  be  discussed  in  this 
paper.  A  systematic  Internal  Review  (SIR)  program  to  be  utilized  as  a 
self  assessment  of  compliance  with  the  new  standards  is  introduced.  In 
addition,  the  monitoring  and  evaluation  (M&E)  process  used  to  measure 
the  quality  of  care  as  set  forth  by  JCAHO  is  described. 

The  concept  of  quality  and  the  shift  from  a  traditional  QA 
philosophy  to  a  continuous  quality  improvement  (CQI)  philosophy  is 
explored  with  implications  for  health  care  and  nursing  presented.  The 
importance  of  nursing  staff  as  well  as  an  organizationwide  commitment  to 
and  involvement  with  CQI  activities  is  emphasized. 
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